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New! McLaughlin's TRAUMA 


In this comprehensive new work, Dr. McLaughlin 
and 17 other authorities discuss every type of injury 
likely to be inflicted upon the human organism. For 
each injury there is precise and painstaking cover- 
age of immediate care, supportive therapy, and 
long-range definitive correction. 


Each chapter begins with a review of the anatomy 
of the part or region to be discussed. Soft tissue in- 
juries and fractures are then taken up one by one, 
with notes on etiology, pathology, management and 
prognosis. Separate chapters are devoted to the 
hand, the wrist, ankle, pelvis, leg, etc. Also treated 
separately are injuries to the vertebral column, the 
spinal cord, low back and intervertebral dise injury, 
the skull and brain, the auditory apparatus, sinuses 


W. B. SAUNDERS COMPANY ° 


and larynx, maxillofacial injuries and injury to 
the eye. Athletic injuries, both major and minor, 
are discussed. Uncommon injuries are also included 
in sufficient detail to forewarn you of imminent pit- 
falls and to suggest measures for their avoidance. 


The illustrations of operative technique demonstrate 
exactly how each important step is to be performed 
for optimum results. These figures together with 
hundreds of other illustrations (radiograms, schem- 
atic illustrations of mechanisms of injuries, etc.) 
comprise a virtual atlas of trauma and its treatment. 


Edited by HARRISON L. McLAUGHLIN, M.D., Professor of Clinical Ortho- 
pedic Surgery, College of Physicians and Surgeons, Columbia University, with 
the collaboration of 19 other Authorities. About 794 pages, 6144”x10”, with 390 
illustrations. About $18.00. Neuw—Just Ready! 


West Washington Square, Philadelphia 5 
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ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 

The analgesic and specific anti-inflammatory action of BUFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 
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| probably the easiest-to-use x-ray table in its field 


| DORSAL 
toteral | taterel ap 
| SACRUM LUMBAR 
CHEST SPINE | HEAD EXTREMITIES 


know why? look . . . 
1 On this board you select the bodypart you want-to x-ray 
2 Set its measured thickness 
i 3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige ‘‘look’’ 

Top Reputation (significantly, ‘Century’ trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


I : Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figure charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front also must be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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Four weeks ago, Mrs. C. was an 
anxiety patient, complaining 

of weakness, trembling, sweating, 
tachycardia, on the slightest 
exertion. Her symptoms followed family 
reverses; home life became disorganized, 
she couldn’t cope with housework. 
Therapy withTRILAFON, 4mg. tid, 
and a weekly office visit to discuss. 

her feelings have worked wonders: in 
reactivating this patient. She’s on 
maintenance dosage now, 2 mg. t.i. d, 
able to work very well, and wide-awake “ 5 
and active all day long. Pome 


mobilizes patients immobilized by anxiety ; 


perphenazine 


when you want to avoid drowsiness 


e helps the patient contain anxiety, tension 
e restores normal working capacity 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 
TRILAFON REPETABS,® 8 mg.—4 mg. for prompt effect in the 
outer layer and 4 mg. for prolonged relief in the timed-action 
inner core; bottles of 30 and 100. 

For complete details on TRILAFON consult Schering literature. 


SCHERING CORPORATION BLOOMFIELD, NEW 
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athlete’s foot 
it’s a family problem... 
except for me 


Athlete’s Foot— one of the most prevalent 
and troublesome fungus infections today — is 
estimated to affect 90% of the population at one 
time or another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, has 
proved to be one of the most potent antimycotic 
agents known for effective treatment 

of superficial fungus infections. 

Night and Day Treatment 

At Night — Desenex Ointment (zincundecate) 

—1 oz, tubes. During the Day — Desenex 
Powder (zincundecate) — 114 oz. container. 
Also — Desenex Solution (undecylenic acid)— 

2 fi. oz. bottles. In Otomycosis — Desenex 


FOR ATHLETE’S FOOT 


fast relief from itching 
Solution or Ointment. prompt antimycotic action 


Write for samples 


MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. * Belleville 9, N. J. Po-91 


Journat A.O.A, 
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Peritrate 


brand of pentaerythritol tetranitrate 


Vor. 58, May 1959 


common denominator: a.p. 


MORRIS PLAINS, N.J, 


Worlds apart —plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection for 

each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
rophylaxis 
ngina 
ectoris 


“basic therapy” 
Peritrate 28 mg. 


for the apprehensive patient 
Peritrate with Phenobarbital 


for congestive failure 
Peritrate with Aminophylline 


for convenient 24-hour protection 
Peritrate Sustained Action 


to relieve the acute attack 
Peritrate with Nitroglycerin 
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A good day’s work without fear of angina 
...on Metamine’ Sustained, b.i.d.’ 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (14 er) METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Looming Conc New York 17. 


all might 


By 


| Raise the Pain Threshold 


Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 


It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcoties, even ip 

many cases of late cancer, . 


Three Strengths — 
PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 1% gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... .. (0.081 mg.) 


PHE 


Robins 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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NEW! 
for maximum 
convenience 


CARNALAC is a standard Carna- 
tion Evaporated Milk formula, as 
usually specified — in convenient, 
ready-prepared form. The mother 
just adds water. Diluted 1:1, new 
Carnalac provides protein 2.8%; 


carbohydrate 7.1%? 3.2% fat; 
400 1.U. Vitamin D per reconsti- 
tuted quart; 20 calories per oz. 


for maximum 
flexibility and 
economy 


Carnation Evaporated Milk formu- 
la is readily adjustable when 
baby requires individualized feed- 
ing. The great economy makes 
the slight extra trouble of adding 
the carbohydrate very acceptable 
to many young parents. 


JourNat A.O.A. 


Now 2 ways to specify Carnation 
Evaporated Milk infant formula 
7 __formula was named as first preference by 96% of 
PREP. 
| i 
| ie “The carbohydrate of Carnalac diluted 1:1 consists of 4.9% lactose from the milk, plus 


In 259 cases of skin and soft tissue infections treated with triacetyl- 
oleandomycin, investigators!* report good or excellent results in 95.6 per 
cent. Infections included abscesses, furuncles, carbuncles, cellulitis, 
infected burns, pustular acne, pyodermas, and wound infections. 


Other studies, as well as wide usage, have shown that CYCLAMYCIN is 
also prompt and reliable therapy for respiratory and urinary tract infec- 
tions due to gram-positive pathogens. CYCLAMYCIN has often proved 
effective against staphylococci resistant to other antibiotics. 


Available in both capsule and flavored liquid form, CYCLAMYCIN is 
convenient to administer, readily accepted by patients of all ages. 


a most effective antibiotic for 


skin and 
soft tissue 
infections 


11.9% 


GOOD 
EXCELLENT RESULTS ae RESULTS CI 


A “workhorse mycin” for common infections... 


CYCLAMYCI 


TRIACETYLOLEANDOMYCIN, WYETH 


® 
Philadelphia 1, Pa. 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. Oral suspension, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fl. oz. 

References: 1. Wennersten, J.R.: Antibiotic Med. 5:527 (Aug.) 1958. 2. Shubin, H., et al.: Antibiotics Annual 
1957-1958, Medical Encyclopedia, Inc., pp. 679-684. 3. Olansky, S., and McCormick, G.E., Jr.: Antibiotics 
Annual 1958-1959, Medical Encyclopedia, Inc., pp. 265-267. 4. Isenberg, H., and Karelitz, S.: Ibid., pp. 284- 
286. 5. Mellman, W.J., et al.: fbid., pp. 319-326. 6. Leming, B.H., Jr., et al.: Ibid., pp. 418-424. 7. Hall, 
W.H., and Albright, J.: In Press, Antibiot. Med. & Clin. Therap. 8. McCrumb, F.R., Jr., and Snyder, M.J.: 
Personal Communication. 
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HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 
REPORT ON TRIAMCINOLONE 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt [triamcinolone] has an anti-inflammatory potency greater than an equal amount 
of prednisolone; i.e., comparable suppressive effects may usually be achieved with 


lower doses of triamcinolone than with prednisolone.” 


“Triamcinolone lacks the sodium-retaining and edema-producing effects of most 
other glucocorticoids. During the first several days of administration, it may cause 
aloss of sodium from the body; an initial mild diuretic action is frequently observed, 
whether the patient is frankly edematous or not. This is in contrast to the definite 
sodium-retaining and fluid-retaining properties of cortisone and hydrocortisone 


and to a much lesser extent with prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no consistent 
effect on potassium excretion. Hence, neither sodium restriction nor potassium 


supplementation is ordinarily required during therapy with this agent.” 


“As with other glucocorticoids, the long-term administration of triamcinolone 
results in definite catabolic effects, as indicated by impairment of carbohydrate 
utilization and negative protein and calcium balance. This catabolic effect, coupled 
with a lack of appetite stimulation which is apparently peculiar to triamcinolone, 
may produce weight loss that might be undesirable in some patients treated for 
long periods of time.” 


“.. the voracious appetite, with weight gain and euphoria, characteristic of other 


steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of clinical 
conditions usually considered amenable to systemic steroid therapy. These have 
included rheumatoid arthritis and other collagen diseases, allergic and dermato- 
logical disorders, certain leukemias and malignant lymphomas, the nephrotic 
syndrome, pulmonary emphysema and fibrosis, acute bursitis, rheumatic fever, 
and certain blood dyscrasias. Although clinical experience with the drug in some 
of the foregoing conditions is not extensive, the many similarities in action between 
triamcinolone and other potent glucocorticoids would indicate a usefulness for 


triamcinolone akin to that of other agents of this class.” 


A-10 Journar A.O.A. 


“There is some evidence that triamcinolone is more effective at a smaller dosage 
than are other steroids in controlling both the skin and joint lesions in psoriasis, i] 


whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in those 


situations in which edema and sodium retention have been complicating problems.” 


“Tt [triamcinolone] may also be the steroid of choice for patients in whom psychic 


stimulation, euphoria, voracious appetite, and weight gain should be avoided.” 


*,.. the drug [triamcinolone] does produce the other side effects and untoward 
reactions common to the glucocorticoids. At therapeutically equivalent doses, the 
frequency and severity of clinical manifestations of hyperadrenalism — rounding 
of the face, fat deposition, and hirsutism — are essentially the same. Likewise, 
there is little indication that the relative incidence of osteoporosis is materially 


decreased after the long-term use of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen with 


other steroids, and the occurrence of mental depressions is uncommon.” 


“Current evidence suggests that the drug [triamcinolone] may not produce as 


high an incidence of peptic ulcer as do other steroids.” 
“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 
“The usual contraindications and precautions of glucocorticoid therapy should be 


followed in the use of triamcinolone, keeping in mind that prolonged therapy 


with this drug will suppress the function of the patient’s own adrenals by inter- 


fering with the pituitary-adrenal axis.” 


Triamcinolone LEDERLE 


Supplied: 1 mg. scored tablets (yellow) 
2 mg. scored tablets (pink) 
4 mg. scored tablets (white) 


(Goria) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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“nutrition ...present as a modifying or complicating 
factor in nearly every illness or disease state’! 


the rationale 


m 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the 
body fluids by an excess of sodium, the B vitamins 
are ‘washed out’ of the body with the salt, and the 
difficulties of the disease are compounded.” 


sod 


Each Theragran supplies: 


Vitamin A . 25,000 U.S.P. units 
VitaminD . ? 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin . 10 mg. 
Niacinamide . 100 mg. 
Ascorbic Acid . ‘ 200 mg. 
Pyridoxine Hydrochloride . 5 mg. 
Calcium Pantothenate a 20 mg. 
Vitamin B,, Activity Concentrate . 5 meg. 


Dosage - 1 or more daily as indicated. 


Supply: Family Packs of 180. Bottles of 30, 60, 100 
and 1,000. 


THERAGRAN with Minerals 
available as THE RAG RAN- M 


(squiss viTAMIN-MINERALS FOR THERAPY) 


bottles of 30,60, 100 and 1,000 
capsule-shaped tablets and Family Packs of 180 


Also available: Theragran Liquid, bottles of 4 
ounces; Theragran Junior, bottles of 30 and’ 100. 
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in 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist- 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for 
maximum antibody formation.” 

“Fever also increases vitamin requirements. This 
is especially true of the B-complex and C vitamins. 
Liquid and soft diets, which are commonly pre- 
scribed early in disease, are inadequate in these 
vitamins. It is advisable to give supplementary 
vitamin capsules during the actual illness and 
convalescence.’’® 


References: 1. Youmans, J. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic Factors in 
Cardiac Contractility, N. Y. Acad. Sciences, New 
York City, N. Y., March 18-19, 1958. 3. Fernandy- 
Herlihy, L.: Lahey Clinic Bull. 11:12, July-Sept. 
1958. 4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
1958. 5. Halpern, S. L.: Ann. N. Y. Acad. Sci. 
3:147, Oct. 28, 1955. 6. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy 
of Sciences and National Research Council, 
Washington, D. C., 1952, p. 54. 7. Kountz, W. B.: 
Mod. Med. 25:102, Aug. 1, 1957. 8. Sebrell, W. H.: 
Am, J. Med. 25:673, Nov. 1958. 


Journat A.O.A: 


the use vitamins 


mm 
rheumatoid arthritis 


“It is our practice to prescribe 
a multiple vitamin preparation 
to patients with rheumatoid 

4 arthritis [collagen disease] 


simply to insure nutritional 
adequacy ...”’8 

“Many rheumatologists now 
look for nutritive failure among the patients who 


have arthritis and other debilitating diseases.’’ 


x 


V 


% 


for the next patient you see who needs nutritional support 


Vor. 58, May 1959 


Squibb Quality — the Priceless Ingredient 


degenerative disease 


“Most degenerative disease 
changes are believed to be 
related to disturbed nutrition. 
... Even though blood levels 
may be adequate [for vitamin 
A, vitamin D, thiamine, ascor- 
bic acid, and riboflavin]... 
many individuals will improve with supplemen- 
tary administration.”7 

“In chronic diseases . . . in which there is a loss of 
appetite, difficulty in eating or abnormal meta- 
bolic demand, symptoms of B vitamin deficiencies 
also have been found frequently and should 
always be looked for in their management,’’® 


SQUIBB VITAMINS FOR THERAPY 


‘Theragran’® is a Squibb trademark. 
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CREAM-JEL 
weakens and 


matrix 


bin 
“freezes,” 
ills even the most viable sperm 


k 


| 


NEW DEPENDABLE 
CREAM-JEL 


The unique sperm-trapping matrix formed with explosive 
speed when semen meets IMMOLIN® Vaginal Cream- 
Jel accounts for the outstanding effectiveness of this new 
contraceptive. 


LOW PREGNANCY RATE 


With this new contraceptive technique, a pregnancy rate 

of 2.01 per 100 woman-years of exposure is reported.* 

These patients were followed up for 4 to 28 months, 

comprising 1,792 patient-months. As Dr. Goldstein 

i noted, “This extremely low pregnancy rate indicates that 

baer at high speed ¢ A at almost IMMOLIN Cream-Jel used without an occlusive device 


PHOTOGRAPHY 1000 times magnification, show 
is an efficient and dependable contraceptive. 
NEVER BEFORE weakens and dies in the 
IMMOLIN Cream-Jel matrix—within 
ACCOMPLISHED! the distance it normally travels 


in one-quarter of a second. *Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


KILLED BURIED 


TRAPPED WEAKENED 

This highly motile, Devitalized and no —— whiplash stop as The dead sperm | 
viable sperm becomes longer motile, the sperm sperm succumbs to matrix. is trapped deep 
non-reproductive swerves from line of _ in the impenetrable 


travel and is pulled 


IMMOLIN Cream-Jel matrix | 
by spreading matrix. 


the instant it contacts 
IMMOLIN Cream-Jel. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N.Y. 


IMMOLIN is a registered trade-mark of Julius Schmid, inc. 
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The i ncidenge of 


anemia 


is greater 


multiparage 


to meet her greater needs for diet supplementation 


Natalins Comprehensive 


Vitamins and minerals, Mead Johnson 


Natalins Basic 


Vitamins and minerals, Mead Johnson 


both extra generous in iron, ascorbic acid and calcium 


In a study! of over a thousand obstetrical patients, 
anemia was found to occur with 50% greater frequency 
in multiparas than in primigravidas. And it was found 
that anemia often indicates other nutritional deficien- 
cies as well . .. Natalins Comprehensive tablets supply 
12 vitamins and minerals and Natalins Basic tablets 


1, Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan.) 1951 


supply 4 vitamins and minerals . . . both are formulated 
to meet the special needs of multiparas by supplying 
generous amounts of elemental iron (40 mg. per tablet), 
ascorbic acid (100 mg. per tablet) and calcium (250 
mg. per tablet). 

Convenient, one-a-day tablet dosage. 


\ Mead Johnson 


Symbol of service in medicine 
NA-1059M 
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the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 
and also exerts a marked tranquilizing effect 
in anxiety and tension states. 


Unrelated chemically to any other drug in 


current use, Trancopal offers a completely new 
major chemical contribution to therapeutics. 


ii Chlormezanone: 2-(4-chlorophenyl)-3- 
methyl-4 thi. 1-dioxide 


4 
q 
: 
i 
q a 
| 
Pic, 
i 
F 
aa 
i 
i 
ig 
| 
\ 
E 
| | 


Thoroughly evaluated clinically... 


Clinical studies of 4092 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 
emotionally upset patients than can any other chemotherapeutic agent in current use. 


In musculoskeletal conditions 


effective in % of patients 


INDICATIONS 
Low back pain (lumbago) Neck pain (torticollis) 
Bursitis Rheumatoid arthritis 
Osteoarthritis Disk syndrome 
Fibrositis Joint disorders (ankle sprain, 
Myositis tennis elbow, etc.) 


Postoperative myalgias 


By relieving muscle spasm and pain, Trancopal permits early and active purposeful 
exercise and physical therapy to accomplish maximal benefits for rapid recovery. 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief of symptoms 
occurs in fifteen to thirty minutes and lasts from four to six hours. 
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In anxiety and tension states’ 


pal 
it 
effective in ) of patients 
INDICATIONS i 
Anxiety and tension states Dysmenorrhea 
Premenstrual tension Asthma 
Emphysema Angina pectoris 


Because of its exceptional calmative property, Trancopal “... allows the patient to 
use his energies in a more productive manner in overcoming his basic problem.”” 


MUSCULOSKELETAL 
CONDITIONS 
PSYCHOGENIC 
CONDITIONS 
2929 Patients 1163 Patients TOTAL 4092 Patients 
MAJOR IMPROVEMENT 
84% 


Of the total patients treated, Trancopal produced excellent results in 43 per cent, good 
results in 41 per cent, fair results in 6 per cent, and poor results in 10 per cent. 


Better tolerated and safer than older drugs’ 


With Trancopal there is no clouding of consciousness, no euphoria or depression. Even 
in high dosage, there is no perceptible soporific effect. Because it does not irritate 
gastric mucosa, it can be taken without regard to mealtimes. Administration does not 
hamper work — or play. There are no known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes are unaffected by therapeutic dosage. 

Toxicity is extremely low. And Trancopal has a lower incidence of side effects than 
has zoxazolamine, methocarbamol or meprobamate. 
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Comparison with 3 widely used central relaxants 


When compared with three widely used central relaxants for activity, safety and clinical effectiveness, 
Trancopal offers definite desirable advantages. 


for actwity 
In the usual human dose, Trancopal is four to ten 
TRANCOPAL Meprobamate Zoxazolamine —§ Methocarbamol times as potent per milligram. 


Mice=LD,, 


Safety Ratio = 
Usual Human Dose 


for safety 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 
oe thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 
TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of the 40 
patients received all four drugs in random rota- 
tion for several days. Although each of the four 
gave some relief, only the one providing the most 
TRANCOPAL Meprobamate Methocarbamol Zoxazolamine effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. * 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


the first true tranquilaxant 


Trancopal (brand of chlormezanone) and Caplets, (| )ncthinop Laboratories New York 18, New York 


trademarks reg. U.S. Pat. Off 


Potent 
MUSCLE RELAXANT 
... Equally effective asa 
TRANQUILIZER 


Printed in U. S. A. 3-59 (4027) 


; 


en 


)27) 


for relief that lasts —longer 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HyDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vi 


MERCK SHARP DOHME 
PHILADELPHIA 1, PA. 


Anti-inflammatory 
effect lasts longer 
than that provided | 
by any other 
steroid ester 


(6 days—37.5 mg.) 


Prednisolone Acetate! 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 


Vor. 58, May 1959 
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| Dosage: Iwo tablets t.i.d. or q 
Indications that apply to all steroids shi 
: 


+ Full standard paper width 
* Uniform base lines 
+ Exceptional accuracy of tracings 


Yes — G-E Cardioscribe® tracings are literally 
“straight from the heart’ — amazingly free of 
interference even under poor recording condi- 
tions. Cardioscribe gives you improved electronic 
stabilization. In tests involving 1100 twelve-lead 
ECG’s, excellent tracings were obtained despite 
an erratic power supply, and with room tem- 
peratures hovering around 100 F. 

Cardioscribe also offers improved “swing-out”’ 
paper drive for easiest loading ever. Recessed 
finger-tip controls. Provision for optional bal- 
listocardiography. 

Your G-E x-ray representative will gladly com- 
plete the Cardioscribe story for you. Or sim- 
ply write X-Ray Department, General Electric 
Company, Milwaukee 1, Wis., for Pub. R-55. 


Progress ls Our Most Important Product 
GENERAL ELECTRIC 


Vor. 58, May 1959 


G-E Cardioscribe features ision for 
making up to 30 leads without shifting 
electrodes. No more need for tedious re- 
positioning during even a full series of 
chest leads. Positive-action, “no fail’ lead 
transfer control. 
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With Singoserp 

this patient’s blood pressure 
was controlled for the first 
time without side effects 


FROM THE FILES OF A PHILADELPHIA CARDIOLOGIST. 
PHOTOS USED WITH PERMISSION OF THE PATIENT. 


Tombstone salesman had known 
hypertension for 16 years; rejected 
by U.S. Army because of high blood 
pressure. Whole root rauwolfia low- 
ered pressure satisfactorily, but pa- 
tient could not tolerate side effects. 


Singoserp in a dosage of 0.5 mg. 
daily lowered his blood pressure to 
130/80, produced no side effects. 
Patient feels well, works well, speaks 
of marked improvement in outlook 
and function. 


diastolic 


@ systorc 
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Clinical findings in 900 patients 
show the | 
selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 
® more than half of these patients suffered from moderate 
to severe hypertension 


® more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


Dosace: 

In new patients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. 
Some patients may require and will tolerate 3 or more tablets daily. Main- 
tenance dose will range from ¥2 to 3 tablets (0.5 to 3 mg.) daily. 

In patients taking other antihypertensive medication: Add 1 to 2 Singoserp 
tablets (1 to 2 mg.) daily. Dosage of other agents should be revised down- 


ward to a level affording maximal control of blood pressure and minimal 
side effects. 


(syrosingopine CIBA) 
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a major 
improvement 
in rauwolfia 


a major 
advance in 
antihypertensive 
therapy 
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oral 
antidiabetic 
therapy 


DIABINESE 


brand of chlorpropamide 


provides the POTENCY ESSENTTIAL for 


predictable, precise response 


Science for the world’s well-being 


Journat A.O.A. 
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EFFECTIVENESS 


DiaBINESE increases the opportunity of success 
and minimizes the danger of therapeutic failure. 
It has the necessary potency to assure effective 
reduction of blood sugar in most maturity-onset 
diabetics—even in patients who have failed to 
respond to other oral therapy.’ 


D1aBINEsE is eliminated gradually as the active 
substance, thus permitting “more even reduction 
of the blood sugar...” Its effect is “devoid of 
marked blood sugar fluctuations and wide 
metabolic excursions’”* observed with less potent, 
readily metabolized medication requiring mul- 
tiple dosage. 


SAFETY 


DiaBinesz is “well tolerated with minimal side 
effects in the therapeutic range of 100 to 500 
mg.’ Its striking effectiveness and “almost com- 
plete absence of unfavorable side effects” have 
led to the prediction that “Diabinese will even- 
tually prove to be the drug of choice in the 
sulfonylurea group.’”* 


Economical 
once-a-day dosage ECONOMY AND CONVENIENCE 
DiaBINnESsE has the necessary duration of effect 
; : to permit convenient once-a-day dosage. More- 
r over, the average dose of DIABINESE (285 mg. 


100 mg. bottles of 100. per day)*® means a substantial reduction in cost 
to your patients. 


Sugar, S., et al.: M. Ann. Sietriet of 
Cota 27445, 1958. 2. O'Driscoll, B. J.: 
trish M :323, 1958. 3. 
In on Diabinese and Dia- 
betes Mellitus, New York Acad. Sc. 
25-27, 1958, New York, N. 4. Shoppe, 
M:: West Virginia M. J 1 
Schumacher, 0. P., et Cleveland 
Clinic Quart. 26:12, Jan., 1959, 


® 
PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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VITERRA Tastitabs: viterra the way chil. 


ae VITERRA PEDIATRIC: 50 cc. bottles. 


That's the with the right form of 
VITERRA on his regimen! This comprehen: | 
sive vitamin-mineral formula is ideal in 

frank nutritional deficiency states (VITERRA 

Therapeutic) or in daily supplementation 
(viterra Capsules, viterRA Tastitabs® and 
VITERRA Pediatric). 
VITERRA Therapeutic: when high poten- 
cies are indicated. oe 
VITERRA Capsules: 10 vitamins, 11 min- 


erals for balanced daily supplementation. 
Now in a soft, soluble capsule this small cee 
for added patient convenience. & 


ready to rebuild 
ready to resist 


dren like it best. Chew it, swallow it, let 
it melt in the mouth. Dissolve it in liquids, 
or add it to the formula. 

Or poe convenient, delicious 

Vv Pediatric in the unique new 
Metered: Flow bottle. 

Dosage: usually one capsule or 
Tastitab daily. 

Supplied: capsutes: in 30’s and 100's. 
TASTITABS: bottles of 100. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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Ready NOW! 


A GREAT SYMPOSIUM ON HEADACHE 


Just Off Press! By 12 AUTHORITIES—FRIEDMAN & MERRITT’S 


HEADACHE: 


Entirely original! A new and sharper guide 
to the cause, the diagnosis and treatment of 
Headache. 


Here you have the outspoken counsel of 12 
distinguished workers who take up every 
practical aspect of headache. The substan- 
tial advances of recent years are explained 
in clear, clinica] language. 


Diagnostic methods are pointed to the indi- 
vidual patient. Dr. Kunkle shows how many 
kinds of clinical data can be helpful in the 
study of headache . . . how to gather the 
data in a careful history and examination, 
appropriate tests, every guide that will aid 
in a sharper diagnosis. 

Treatment of headache is spread for you in 
a priceless collection of monographs by dis- 
tinguished authorities . . . each system cov- 
ered from the angles of relief and prophy- 
lactic therapy. 

Pharmacotherapy is discussed in terms of 
the choice of drugs, indications, dosage, 
duration of the treatment, the special char- 
acteristics of each drug. Ten groups of 
drugs are covered, each drug presented in a 
sharp clinical evaluation. Dr. Friedman and 
Dr. Merritt tell what has proved most effec- 


Mechanisms of Headache 
Diagnostic Principles & Methods 
Principles of Pharmacotherapy 
The Eye as a Source of Headache 


tive, how to use it, an invaluable collection 
of do’s and don’ts on the many drugs. 


Psychological Factors in headache are thor- 
oughly discussed, including their role in the 
dynamics, diagnosis and treatment of the 
problem. Allergy, Systemic Disease, Intra- 
cranial Disorders are carefully analyzed to 
show their special significance in various 
headache complaints. 


Migraine is thoroughly covered by Drs: 
Friedman and Merritt . . . an up-to-date 
discussion that takes the multidimensional 
approach, considers every aspect of migraine 
from the chemical to the psychological: 
Causes, symptoms, frequency, biochemical 
and laboratory studies, diagnosis and differ- 
ential diagnosis, and a very thorough pres- 
entation of all forms of treatment, sympto- 
matic and prophylactic. 


Tension Headache, Psychiatric and Psycho- 
genic Factors in Headache . . . these sec- 
tions stress the careful study of the person- 
ality of the patient, underlying processes, 
important patient - physician relationships, 
the appropriate treatment. 


A modern—and masterly—work on HEAD- 
ACHE! 


CHAPTERS ON: 
Role of Allergy in Headache 


CONTRIBUTORS 


Charles D. Aring 
Daniel C. Baker, Jr. 
Max Chamlin 

Arnold P. Friedman 
John R. Graham 
Lawrence C. Kolb 

E. Charles Kunkle 

H. Houston Merritt 
Robert H. Pudenz 
Edward B. Schlesinger 
William B. Sherman 
Theodore J. C. von Storch 


Psychiatric & Psychogenic Factors 


Headache in Systemic Disease 
Headache in Intracranial Disorders 


Major Cranial Neuralgias and 
Surgical Treatment of Headache 


Migraine Role of the Cervical Spine in 


Headache and Head Pain 


The Ear, Nose & Throat as 


Sources of Headache Tension Headache 


Edited by ARNOLD P. FRIEDMAN, M.D., Associate Clinical Professor of Neurology, Columbia 
University; Physician in Charge of Headache Unit, Montefiore Hospital; and H, HOUSTON MER- 


RITT, M.D., Professor of Neurology, Columbia University; Director of Service of Neurology, Neuro- 
logical Institute, Presbyterian Hospital, 409 pages, illustrated, $8.00 


J5 
ae : F. A. DAVIS COMPANY, 1914 Cherry St., Phila. 3, Pa. 
a | Send at once, on approval, a copy of Friedman and Merritt’s HEADACHE: | 
Coupon DIAGNOSIS AND TREATMENT. Charge the $8.00 to my account, I 
TODAY! | 
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the NEW CONTRACEPTIVE 


that offers 


MAXIMUM 


simplicity with security 


© Koromex Ay 


<0] VAGINAL JELLY 


when the “jelly-alone” method 
is advised, NEW Koromex@) 


the outstandingly competent SCrCIAL BARRIER TYPE BA 


SPECIAL BARRIER TYPE BASE 


a Boric Acid .......... 2.0% 
spermatocidic agent... 
Phenylmercuric 
is now available ....... 0.02% 


to physicians. 


ANOTHER 
HR FIRST... 


mm Large tube Vagin 

jelly, 125 gms. with 
patented measured 
dose applicator in 
SANITARY PLAST 
ZIPPERED KIT f 
home storage (su 
plied at no cost) 


Factual literature 
sent upon request. 


HOLLAND-RANTOS CO., INC.-145 HUDSON STREET-NEW YORK 13, N.Y. 
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SMOOTH 

the word 

for... 


® 
unique antacid 
with milk-like action 


: SMOOTH TASTE—its fresh mint flavor is pleasing to peptic ulcer 
* patients even when taken month after month. 


= SMOOTH TEXTURE—small TITRALAC Tablets dissolve readily on 
the tongue...are never brittle or chalky. 


a SMOOTH ACTION—neutralizes excess acid rapidly to pro- 
: duce relief that lasts for hours...no acid rebound, 
non-constipating. 


POWER— = 
4 or 


1 teaspoonful 


TITRALAC is effective in small doses. Two TITRALAC 
Tablets contain 0.36 Gm. glycine and 0.84 Gm. 
calcium carbonate. One teaspoonful TITRALAC 
Liquid approximates two tablets. 


and with a SPasmolytic... 


TITRALAC—SP 


(TITRALAC formula +- 0.5 mg. 
homatropine methylbromide) 


@tT.m. REG. U.S. PAT. OFF. 


Mew Youn i, N.Y. 
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SQUIBB TRIAMCINOLONE 


for all your WY 
patients 
starting 
on corticoids 


Kenacort safely starts your patients 

off right — with all the benefits of 
systemic corticosteroid therapy and 
few side effects to worry about. 
Increased corticoid activity is provided 
on a low dosage schedule! without 
edema,!~ psychic stimulation,?> 

or adverse effect on blood pressure.!-3.5 
A low sodium diet is not necessary.*5 
Gastrointestinal disturbances are 
negligible2.4.5 with less chance of peptic 
ulcer.4 This makes Kenacort particularly 
valuable in treating your “problem 
patients” — such as the obese or 
hypertensive and the emotionally disturbed. 


REFERENCES: + 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Hellman, L: Arth. & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 

3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A. 167:959 (June 21) 1958. 

4. Dubois, E.L.: California Med. 89:195 
(Sept.) 1958. « 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 


for all your 
arthritic 
patienis 
requiring 
corticoids 


Kenacort, particularly in the treatment 
of your arthritic patients, has proved 
effective where other steroids have failed. 
It provides prompt, safe relief of pain, 
stiffness and swelling by suppressing the 
rheumatic process!.5 — and may even 
forestall crippling deformities if 

started soon enough. Because of its 
low dosage? and relative freedom 

from untoward reactions, Kenacort 
provides corticosteroid benefits to many 
patients who until now have been 
difficult to control. It is particularly 
valuable for arthritic patients with 
hypertension, cardiac disease, obesity 
and those prone to psychic disturbances. 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 
Scored tablets of 2 mg. — Bottles of 50 . 

Scored tablets of 4 mg. — Bottles of 30 and 100 


Journat A.O.A. 
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NOW. 


AROUND-THE-CLOCK 
CONTROL OF APPETITE 


NEW 


ENDURETS 


A PROLONGED -ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... - 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS"’"” 

Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


GEIGY 


Ardsley, New York 
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no asthma symptoms. Tedral dependably protects chronic 
asthma patients against constriction, congestion and apprehension. Available 
in five convenient dosage forms, Tedral is the ideal antiasthmatic for continuous 


and safe prophylaxis at moderate cost. 


CHILCOTT 


fe 


Formula: theophylline, ‘ 


2 gr.; ephedrine, % gr.; ® 
phenobarbital, % gr. 

Dosage: 1 or 2 Tedral 

tablets q.4.h. plus 1 or 2 

Tedral Enteric Coated 


patients ’round the clock. 


MORRIS PLAINS. N. 
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NEW 


limine hydrochloride 


patient comfort 


Consistently prolonged anticholinergic action is a natural advantage resulting from the unique 
chemical structure of DARICON. This agent does not depend on the inconsistent effectiveness of special 
coatings or adsorption on ion-exchange resin. Outstandingly potent, prolonged and well tolerated 
anticholinergic action is inherent in the DARICON molecule. 


In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 
hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 
colitis and biliary tract disease). 


Dosage: 10 mg. b.i.d. (morning and evening). Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 

*Trademark 

EVEN REFRACTORY CASES RESPOND {gp Science for the world’s well-being 
PFIZER LABORATORIES 
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ramatic resulis: : 


acute asthma... 
left ventricular failure 
CLYS 


3 


(Solution ef Theophyiline Monocthanclamine, F leet} 


Disposabie Rectal Unit 


Rectally administered Clysmathane (Soli 
tion of Theophylline Monoethanolamine, 
Fleet) is quickly absorbed by the inferior 
hemorthoidal veins...delivers adequate 
blood levels rapidly and minimizes certain 
side @ffects associated with oral or paren- 
teral administration. !-2 

Designed for self-administration, the 
Clysmathane Disposable Rectal Unit is 
ready-to-use... contents are easily retained 

. there is little or no irritation of rectal 
mucesa even after repeated use,! 
Available: PRESCRIPTION PACKAGE of six 
single doses. Each unit contains 0.625 Gm. the- 
ophylline monoethanolamine, Indications: For 
relief of symptoms of acute or chronic asthma 


und: ventricular failure... as directed: 


al adm ation 
2. Heo . Personal 
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greater 

relief for 
allergy 
sufferers 
Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 


Each long-acting tablet contains Phenylephrine HCl 
20 mg. and Chlorprophenpyridamine maleate 4 .mg. 


Bottles of 50 and 250 green, film-coated tablets. 
PITMAN-MOORE COMPANY Division of Allied t ies, Inc., Indianapolis6, Indiana 


*Trademark 
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NOW 

new way 
to relieve pain 
and stiffness 
in muscles 
and joints 


INDICATED IN: 
MUSCLE STIFFNESS 
LUMBOSACRAL STRAIN 
SACROILIAC STRAIN 
WHIPLASH INJURY 
BURSITIS 

SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


| 


@ Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SOMAtic pain 


™ Modifies central perception of pain without abolishing natural 


defense reflexes ™ Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


™ More specific than salicylates ™ Less drastic than steroids 


™ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 
relaxant drug. 

Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY sare. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY To use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ieo: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


V4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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for acute alcobolism 


promptly calms agitation and delirium tremens _ 
controls nausea and vomiting —thas facilitating rehydration 


-COMPAZINEt for chronic alcoholism 


° eves anxiety and tension — thus reduicing the urge to drink 


often exerts a unique alerting effect — 
helps keep pacers on.the job 


SMITH. KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, SKE 
1T.M. Reg. U.S: Pat. Off. for prochlorperazine, S.K.F.°° 
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Paimer, Mass. 1. Novell, H. A.: Obst. & Gynec. 10:213, 1957. 2. Bernetiog, J. B., ‘ond Robot, AE: 


Isn't tt time to take the curse off menstruation? 


“Ignorance, fear, shame and guilt intermingled with a generous 
sprinkling of folklore serve to make the menses even today 
thought and spoken of as ‘the curse’.”? 


“The chief virtue of the tampon is that it gives the woman com- 
plete freedom .. .”? It has “the advantage of being wholly inter- 
nal and much more comfortable than wearing a pad or napkin.” 


Complete efficiency is provided by the purse-size package of 
regular Tampax 10’s, designed to absorb considerably more than 
the average monthly flow. 


Because of its efficiency and its 18-year clinical record for 
safety,* Tampax is recap by the profession to free 
c forts ane, the psychical hazards 

rom enopause, 


Infestations and Discherges, 


Vaginal 
New York, The Biakiston Co., inc., 1953. 3. Janney, J. C.: Medical Gynecology, Philadelphia, W. B. Saunders Co., 1950. 4. Karnaky, K. J.: Clin. Med. 3:545, 1956. 
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because 
shingles 
cost so 
much... 


you need the protection TRUE SECURITY 


extra expense is only one of the many unusual financial 


hurdles in a medical career. Even with an above average FINANCIAL PLANNING FOR 
income, it takes wise planning to meet these special 

problems and at the same time provide for your family’s 

— YOU AND YOUR FAMILY 


Financial planning for medical men is a specialty of 


Mutual Benefit Life. With over a century of service to the Seah thts tn 
- 4 “ upon for your free copy of an analysis 
medical professions, Mutual Benefit Life can give you a of the medical profession's financial problems and 
comprehensive solution to your special problems with a their solution. This is not only an insurance booklet 
ersonally designed and economical plan for your but an overall handbook showing how you can keep 
TRUE SECURITY. more of your earnings. The use of this coupon does 


Your Mutual Benefit Life man’s counsel on your specific ¥ 1 obligate you in any way. 


financial requirements is yours without obligation. You'll 


be able to think more soundly about the future once 
you've discussed TRUE SECURITY. Why not call your | JHE MUTUAL BENEFIT LIFE INSURANCE COMPANY 
Mutual Benefit Life man soon. NEWARK 1, NEW JERSEY 
MUTUAL BENEPIT 
for TRUE SECURITY 1 
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Vessels for 
mental health 


To make phenothiazine ataraxics, modern. 
pharmaceutical production requires gigantic and 
complex equipment. The camera shows some of it 
here at Wyeth’s Fine Chemicals Section in 
West Chester, Pa. Standing in stainless-steel 


platoons two and three stories high, weighing many 


tons, its target is the tiny hypothalamus, 
weighing about 4 grams. 


The man in the foreground is John S. McCoy, Ph.D. 


in organic chemistry. His hat speaks of a 
potential hazard, seldom experienced, but 
nevertheless possible in alkyl reactions. 


As manager of the Fine Chemicals Section of 
Wyeth, Dr. McCoy is a rare example of the 
expert’s expert. His is a field requiring one of the 
highest human skills, coaxing the right reactions 
from massive vessels. He sets up the step-by-step 
techniques. He writes the operating data that guide 
his supervisory chemists and operators through the 
entire intricate process. His instructions include the 
selection of apparatus, the choice of reagents, the 


time, temperature, and pressure needed for reaction, 


the purification and recovery of the drug. 


This is a life with high-temperature, high-vacuum 
distillation, fractionation, and receivers. 


Dr. McCoy thinks of this equipment and its use as a 


contribution to the new medical abilities that 
practitioners now have. One of the most important 
is the capacity to modify hypothalamic impulses, 
thereby restoring emotional calm to patients. 


Dr. McCoy and his group are part of the notable 
team that Wyeth has assembled for service 

to medicine. Their skill and dedication aid 

the hand that writes prescriptions. 


Wyeth 


® 
Philadelphia 1; Pa 
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See case history of this patient | 
on following pages. 


highest fluid yields, 

lowest blood-pressure 
yet achieved with oral 
diuretic-antihypertensive 
therapy... 


CIBA) 
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Record of patient with congestive failure, 
treated at a leading Philadelphia hospital. 
Photos used with permission of the patient. 


marked pitting 
edema (4+) 

¥ cleared in 4 days 
with Esidrix 


ESIDRIX IS 10 TO 15 TIMES MORE ACTIVE THAN CHLOROTHIAZIDE 


INDICATED IN... congestive heart DosacE: Esidrix is administered orally in an average 
“ r dose of 75 to 100 mg. daily, with a range of 25 to 200 
failure + hypertension « hypertensive mg. A single dose may be given in the morning or 
SUPPLIED: j 
e toxemia of pregnancy « edema of Tablets, 2 mg. (pink, scored) ; 
pregnancy « steroid-induced edema of 199 
lets, 50 mg. (yellow, scored) ; 
¢ nephrosis « nephritis bottles of 100 and 1000. 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4+) of pretibial 
and ankle area. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


By 3/11, patient's weight had dropped 
2 more pounds. Ankle edema and lung 
rales were gone. Patient tolerated cys- 
toscopy and _fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. Ambulatory on the 4th day 
of Esidrix therapy, L.S. visited his neigh- 


bors down the hall, played checkers 
with another patient. On 3/14 he was 
discharged. 


Date 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
Urinary 
Output (mi.) 690 960 2140 1230 660 1220. :1350 
Esidrix. Dosage 5 50 100 


(mg./ day) 


T.M. 


(hydrochlorothiazide CIBA) 


= relieves edema in many patients refractory to other diuretics’ 


or chlorothiazide’ 


often produces greater weight loss than parenteral mercurials 


= provides a greater average reduction in blood pressure than chlorothiazide® 
= is exceptionally safe... reduces the likelihood of electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Se. 1, See, 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 


3. Dennis, E. W.: Clinical report to 
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DOME CHEMICALS INC. 


ia) 125 West End Avenue, New York 23, N. Y. 


665 N. Robertson Blvd., Los Angeles 46, Cal. 
2765 Bates Road, Montreal, Canada 
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DIMENSIONS. 
D MANTLE” hydrocortisone - stainless tar - diiodohydroxyquinoline 
CREME either 0.5% or 1.0% hydrocortisone. 


Physician Dentist 


Look AT 


by the Council on Foods and 


with current 
opinion. 


ENRICHED ... 


and whole wheat flour 
foods are listed among 
the “Essential Four” food 
groups set up by the 
Bureau of Human Nutri- 
tion—U.S. Dept. of Agri- 
culture. Diet selected 
from these foods pro- 
vides ample protein, vi- 
tamins .and minerals. 


Wheat Flour Institute : 


working for a healthier America through nutrition 
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in this feafiet have been reviewed thi 


icon Dental As- 

the America® 
sociation to be in accord 
ith cyrre 
(1059): 


NAME 


help you 


at geientific: 


FREE*—USE COUPON OR SEND R BLANK 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Illinois 


Please send me for professional review a free copy of the leaflet for 
patients on snack control. (Please print) - 


help your patients 


A busy day ... and you’ve just in- 
structed a patient on diet. Then — 
the question ... 


“But ... what about snacks?” 


The leaflet shown at your left was 
planned to answer such questions. It 
will help instruct patients concerning 
food values, meal planning, calorie 
control, causes of tooth decay and the 
need to control snacking as part of 
total food intake. 


Note, the leaflet carries a statement 
of review from both the American 
Dental Association and the Council 
on Foods and Nutrition of the Ameri- 
can Medical Association. 


FREE COPIES AVAILABLE 


Fill out the coupon below or send an 
Rx blank for a free review copy. This 
attractive, illustrated, two-color, 20- 
page leaflet was designed to appeal to 
the lay person — to tell an authorita- 
tive story on snack control . . . per- 
suasively. If you approve the review 
copy, we will be glad to supply quan- 
tities free, for your distribution to 
patients. 


Dept. JAOA 


ADDRESS 


CITY 


STATE. 
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THE 
MOST 


IMPROVEMENT 


ANTACID 
THERAPY 


SINCE THE INTRODUCTION OF ALUMINUM HYDROXIDE 
IN 1929 | 


CREAMALIN 


ANTACID TABLETS 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 

5. More pleasant to take 


\ 
\ 
“Antacid Lablet contains 6. ne. Speciatly 
3 


320 


300 


280 


260 


240 


220 


40 


20 


Quicker Relief - Greater Relief 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredient) 


CREAMALIN tablets 
ne 


ml. 0.1 N HCI 


A 
D 
B 
9 
Cc widely 
prescribed 
antacid 
tablets 
G 
F 
MINUTES 


10 20 30 40 60 


Tablets were powdered and suspended in distilled water in a constant temperature container (37°C) equipped with mechanical 
stirrer and pH electrodes. Hydrochloric acid was added as needed to maintain the PH at 3.5. Volume of acid required was 
recorded at frequent intervals for one hour. 

* Hinkel, E. 7., dr., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 
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More Lasting Relief 


Duration of action at pH 3 to 5* 
(per gram of active ingredient) 


MINUTES 
te) 10 20 30 40 50 60 
| new CREAMALIN 
| D 5 tablets 
jc 
je 
E 
9 widely prescribed 
p** antacid tablets 
Fee 
@** 
H** 


*Hinkel, E. T., dr., Fisher, M. P. and Tainter, M. L.: A new highly reactive aluminum hydroxide complex for gastric hyperacidity. To be published. 
**oH stayed below 3. 


No chalky taste. New CREAMALIN tablets are not 
chalky, gritty, rough or dry. They are highy pal- 
atable, soft, smooth, easy to chew, mint flavored. 


n is at least 1 and averages less than 6. X is a cation. 


« NO ACID REBOUND NOCONSTIPATION NO SYSTEMIC EFFECT 


Composition:Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly 
reactive, short polymer dried aluminum hydroxide gel, stabilized with hexitol, : 
with 75 mg. magnesium hydroxide. 

Adult Dosage: Gastric hyperacidity — 2 to 4 tablets as necessary.-Peptic ulcer or 
gastritis — 2 to 4 tablets every two to four hours. Tablets may be chewed, swallowed with 
water or milk, or allowed to dissolve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES NEW YORK 18, NEW YORK 
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relief from the suffering and 


mental anguish of 


THORAZINE 


one of the fundamental drugs in medicine 


(ff) Smith Kline & French Laboratories 


*T_M. Reg. U.S. Pat. Off. 
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antiasthmatic | antihistaminic 


PLAINS. NU 


TEDRAL ti-H 
| i For maximum seasonal pro- Formula: theophy|- 


line, 130 mg., (2 gr.); 


tection against “hay-fever” symptoms in pollen-sensitive asthma patients, augment , 

your basic Tedral program with new Tedral anti-H ... dependable Tedral antiasth- (3/8 gr.); phenobar- 
matic plus antihistaminic chlorpheniramine. Tedral anti-H assures simultaneous bital, 8 mg., (1/8 gr.); 
prevention of itching, sneezing and lacrimation of pollinosis and the bronchospasm potion + ho al 


and mucous congestion of asthma. Adult dosage: 1 or 2 tablets q.4.h. 


new protection for polien-sensitive asthmatics 


| 
‘= ; 4: Ba \* \ 
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prompt control of 


acute 
alcoholism 


THORAZINE* Injection 


Ampuls and Multiple dose vials 


) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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For the 
first time... 


a dorso-lumbar 
support with 
single adjustment 
of shoulder straps 
in front to assure 
correct support 


It’s always been a problem for the 
patient to adjust satisfactorily the con- 
ventional dorso-lumbar support. In order 
to adjust shoulder straps at each side, 
the patient has to turn the shoulders out 
of normal position. This makes it diffi- 
cult to attain the optimum support for 
the upper back. 


Now Truform has the answer... 
shoulder straps that are tightened by a 
single adjustment in front, as shown in 
the drawing. No twisting and turning to 
each side. The patient’s shoulders stay 
in their normal position, the adjustment 
firmly maintains the desired corrective 
position. The tightened straps, which 
cross in the back, are then held securely 
in a simply designed “keeper” (shown 
in drawing). 

Greater height in the back, too, with 
two full-height steel stays to assure firm 
support. Comfortable adjustable under- 
arm pads . . . 3 pull-straps to adjust 


Women's models 1173- 
and distribute tension. HS full skirt (pictured 


Always look to Truform supports that above) and 1174-HS reg- 
are anatomically correct and therapeutic- length. Men's. model 
ally sound ... fitted with skillful knowledge oo a 


Drawing shows single 


... available to you and your patients only adjustment of shoulder 
from the Ethical Appliance Dealer. straps in front, retained 
in “keeper”. 


TRAUFORM anatomical supports 


3960 Rosslyn Drive, Cincinnati 9, Ohio 
Branches: New York and San Francisco 
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NEW DORSO-LUMBAR SUPPORT 


Thorazine 


(chlorpromazine, S.K.F.) 


one of 
the 
fundamental 
drugs 
in 
medicine 


After five years of clinical use, ‘Thorazine’ continues to be recognized as 
an exceptionally effective therapeutic agent in nearly all fields of medi- 
cine. Its value is due to three fundamental properties: 

* capacity to alleviate anxiety, tension and agitation without dulling 

mental acuity 
e profound antiemetic effect 
_ ability to potentiate narcotics and sedatives 

Available: Tablets, Spansule* sustained release capsules, Ampuls, Mul- 
tiple dose vials, Syrup and Suppositories. 


Qf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. 
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dieters! 


New flavor 
incentive 
for low fat 


Carnation Instant nonfat dry milk 


can be self-enriched for 25% more protein 


and better flavor than ordinary nonfat milk! 


25% more nutrition and better flavor, too! The secret is the Carnation 
crystal form of nonfat milk — a form which adapts ideally to self- 
enrichment. The addition of one tablespoon of crystals per glass or 
14 cup extra crystals per quart brings a new standard of fresh, deli- 
cious flavor to your patients, gives them an additional 25% nonfat 
milk nutrition with each serving. Result : “Difficult” patients respond 
to a richer and more palatable flavor, require 25% less fluid bulk to 
obtain the same amount of nutrition. 

CONVENIENT: Carnation Instant “Magic Crystals” mix completely— 


even in ice-cold water—with just a slight stir. Always ready to drink 
immediately—in the office—at home or away from home. 


DOCTOR—you, too, would enjoy the wholesome taste and the nourish- 
ing refreshment of this different and delicious nonfat milk discovery. 
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di Boxee of 6 and 10. An 
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ic form— melts 1 in 


H. illinois M. J. 109.20, 


J. Florida Acad, Gen. Practice 


Moyer, J. H.: M. Clin, “North 


liquefies mucus 


in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive therapy for 60 patients suffer- 
ing from asthma, bronchitis, rhinitis or sinusitis. ‘In the majority (48) 
of these cases, improvement was demonstrated by easier breathing, im- 
proved vital capacity, thinning of bronchial secretions, ability to raise 
sputum more freely and a reduction in the amount of expectoration.’’! 
In 2 other studies, Chymar was used with good success in treating 45 
cases of asthma.*:* Supplied in 5 cc, multiple dose vials with 5000 


Armour Units per ml. Also available as Chymar in Oil. 1. Parsons, D. J.: 
Clinical Medicine 5:1491, 1958. 2. Diaz, E. S.: Revista de la Confederacion Medica Panameri- 
cana 5:402, 1958. 3. Diaz, E. S.: Sinopsis Medica Internacional 6:20 (March) 1958, 


Chymar Aqueous is also preferred for systemic anti- 
inflammatory action in obstetrics, gynecology, 
dermatology, surgery, accidents and eye diseases. 


ARMOUR PHARMACEUTICAL COMPANY + KANKAKEE, ILLINOIS A Leader in Biochemical Research 
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hidden 


You are giving very special physical comfort to your patients with 
RAMSES® Diaphragm and Jelly* because the RAMSES Diaphragm 
has a soft, cushioned rim and is flexible in all planes to permit complete 
freedom of motion. and because RAMSES Jelly is uniquely suited for 
use with the RAMSES Diaphragm. It is not a static jelly or cream, but 
flows freely over the rim and surface to lubricate the diaphragm, add 
comfort, and protect the patient for ten full hours. 


With RAMSES Diaphragm and Jelly you are also providing essential 
inner security, since your patient is assured she can plan her family 
according to her wishes, safe in the knowledge that she is using not only 
the most reliable method — diaphragm and jelly — hut the most com- 
fortable and reliable diaphragm and jelly. RAMSES. As Tietze’ has 
pointed out, the diaphragm and jelly method reduces the likelihood of 
conception by at least 98 per cent. 


After fitting the diaphragm, prescribe the complete unit — the new 
@ RAMSES “TUK-A-WAY”® Kit #701 with diaphragm. introducer and 


Rams CS jelly in an attractive new zipper case which opens top and side. 


For those who put a special value on simplicity and convenience, such 
as “just marrieds,” new IMMOLIN® Cream-Jel for use without a 
diaphragm is now available. IMMOLIN forms an impenetrable matrix 
in which sperm are trapped, iose vitality and die. The first published 
study* on IMMOLIN covering 1,729 patient-exposure months shows a low 
rate of 2.01 unplanned pregnancies per 100 woman-years of exposure. 


1. Tietze, C.: Proceedings, Third International Confer- 
ence Planned Parenthood, 1953. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 2. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 
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*Active agent, dodecaethyleneglyco! monolaurate 5%, 
in a base of long-lasting barrier effecti 

RAMSES, ‘‘TUK-A-WAY,”’ and IMMOLIN are reg- 
istered trade-marks of Julius Schmid, Inc. 
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in management of the constipation “‘symptom-complex’”’ 


TWO NEW PRODUCTS 
as convenient tablets . . . only 1 to 3 daily 


AC-159 


for bulk 


Celginace 


di alginates and dioctyl sodium sul- 
‘ead Joh 


tablets granules 


Celginace provides smooth, non- 
irritating, ‘“‘hydrasorbent” bulk in 
the intestine, not in the stomach’... 


this avoids excessive gastric fulness and 
depression of appetite. 


1. Mulinos, M. G., and Glass, G. B. J.: Gastroenterology 24: 
385-393 (May-Aug.) 1953. 
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for stool softening — bulk 
— peristaltic stimulation 


Combinace 


di alginates, dioctyl sodium sulfo- 
from 


te and anthraq der ara, 


Johnson 
tablets granules 


When the patient presents a complex 
of symptoms and a comprehensive 
approach to therapy is indicated, 
Combinace provides (1) smooth, non- 
irritating, ‘“hydrasorbent” bulk of 
alginates, (2) the predictable, yet 
gentle peristaltic stimulation of 
Peristim,®* (3) the moistening action 
of Colace. 

A single product ...with three-fold effect. 


Mead Johnson 


Symbol of service in medicine 


the constipation “symptom-compliex” 


For each specific symptom or any combination of 
symptoms...’you can select the anticonstipant 
which best meets the needs of the individual patient: 


if the need is for prescribe 

predictable, gentle peristalsis | Perl-Colace®} 
ee bulk in the intestine Celginace 

a combination of these effects | Combinace 


*Standardized preparation of anthraquinone derivatives 
from cascara sagrada, Mead Johnson 


**Dioctyl sodium sulfosuccinate, Mead Johnson 


tDioctyl sodium sulfosuccinate and anthraquinone derivatives 
from cascara, Mead Johnson 
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is rare in any human endeavor. When it appears, 


it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality ...the cumulative experience of thousands 
of physicians over a period of many years. From 

this experience, then, is born that unhesitating confidence 


which may be summed up in the term “drug of choice.” 


Gantrisin.... 


GANTRISIN - AZO GANTRISIN + LIPO GANTRISIN 


ROCHE® GANTRISIN®—brand of sulfisoxazole 


ROCHE LABORATORIES 
RelA Division of Hoffmann-LaRoche Inc. 
Nutley 10, N. J. 
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reatness 


great pyelonephritis 


and in other urinary and systemic wmfections 
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The preferred antidote | 
for anticoagulant-induced 


i 


| 
| 


",..has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 


Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


“For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 


Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, "Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:230, May 1958 


*...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones." 


Meyer, 0. 0.: Use of anticoagulants in v4 treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
the patients are instructed to take 10 mg. and phone the docter.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., inc. 


@p™erck SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Modify or Prevent Measles 
reduce the hazard of complications 


Polio IMMUNE GLOBULIN 


Cutter gamma globulin (human) 


MODIFIES—permits a mild attack followed by nat- 
ural immunity 


PREVENTS—confers passive immunity for about 3 
to 4 weeks 


CONCENTRATED—2 cc. is equivalent to 40 cc. nor- 
mal immune serum derived from adult venous blood 


Also recommended for prevention of infectious hepatitis, 
passive immunity against paralytic poliomyelitis, may be 
useful for passive immunity against maternal rubella, 
and as an adjunct to antibiotic therapy. May be beneficial 
for oral herpetiform lesions. * 


Available in 2 cc. and 10 cc. vials 
*Council on Drugs: J.A.M.A. 168:183 (Sept. 13) 1958. 


Other fine Cutter Human Blood Fraction Products 


Albumin (serum albumin), Hyparotin® (mumps immune globulin), 
Hypertussis® (antipertussis serum), Parenogen® (fibrinogen). 


CUTTER LABORATORIES 
Berkeley, California 


Journat A.O.A. 
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CURRENT 
PROBLEMS 


in professional relationships 


A panel discussion* 


Moderator 

R. McFARLANE TILLEY, D.O.+ 
Panel members 

JOHN W. MULFORD, D.O.¢ 
MURRAY GOLDSTEIN, D.O.§ 
JOHN V. FIORE, D.O.|| 

RALPH F. LINDBERG, D.O.{ 

J. DONALD SHEFTS. D.0.# 

F. KENNETH BRASTED. Ph.D.** 
MILTON McKAY, J.D.7+ 
GLENNARD E. LAHRSON, D.O.++ 
JOHN B. SHUMAKER, Ph.D.§§ 
W. BALLENTINE HENLEY, LL.D.|||| 


Dr. TrLtey: As a panel we have been given certain 
ground rules. The discussion will be confined to the 
title assigned to us, and we are not asked to express 
final judgments but rather to give thoughtful attention 
to matters of great interest to the profession at this 
time. If we were conferring on policy or framing a 


*Presented at the Sixty-First Annual Convention of the American 
Osteopathic Association, Dallas, Texas, July 19, 1957. 

+Dr. Tilley is dean, Kirksville College of Osteopathy and Surgery, 
Kirksville, Missouri, 

tDr. Mulford, who is certified in Physical Medicine and Rehabilita- 
tion, practices in Cincinnati. 

§Dr. Goldstein, who holds the rank of Surgeon in the United States 
Public Health Service, is a member of the staff of the National Heart In- 
stitute. Bethesda, Maryland. 

Dr. Fiore, a general practitioner, practices in Los Angeles. 

{Dr. Lindberg, a certified internist, is medical superintendent of the 
Detroit Osteopathic Hospital, Detroit. 

#Dr. Sheets, a certified surgeon, practices in Highland Park, Michi- 
gan. 

**Dr. Brasted, president of the University of Dallas, Dallas, Texas, 


(1955-1959). 
tiMr. McKay is general counsel-for the American Osteopathic Asso- 


ciation, Chicago. 

ttDr. Lahrson, a certified internist, practices in Oakland, California. 

§§Dr. Shumaker is acting president and dean of the College of Os- 
teopathic Medicine and Surgery, Des Moines, Iowa. 

\|Dr. Henley is president of the College of Osteopathic Physicians 
and Surgeons, Los Angeles. 
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motion, we would probably try to influence the others 
in the meeting, but that is not so here. We may make 
a few recommendations and we may reach some gen- 
eral conclusions, but no official action will be taken. 


Doctor-patient relationship 


_ Dr. Trttey: We thought the best way to start 
might be to talk about the doctor-patient relationship. 
This is a topic of great current interest; we see it dis- 
cussed in the newspapers and we talk about it among 
ourselves; and we are aware that somehow or other 
something has been happening to this relationship. Per- 
haps this is because more and more physicians are go- 
ing into specialties. Even the general practitioner now- 
adays seems to be channeling his interests in special 
ways. The general practitioner who is a friend of the 
family is not very commonly found any more. We have 
highly trained and technically able people who are 
qualified specialists in their fields, but I think we have 
fewer physicians who know their patients well, over 
many years and through many illnesses. 

So everyone knows that at present the relation- 
ships between doctor and patient are different, and 
some will say they are strained. The patient thinks he 
should be the center of interest and is confused or re- 
sentful when he finds that he is not. Perhaps this is a 
small matter, but I wonder what others on the panel 
think about it. 

Dr. BrasreD: My experience may be unique, but 
I have been fortunate, every place I have lived, to have 
found a physician who seemed to take a personal in- 
terest in me and my family. If I had had to go toa 
clinic, I might not have been so happy, because there 
has been ingrained in me since childhood the idea of 
the very personal relationship of the physician to the 
patient. I have learned that this relationship can be 
found in any community. I have lived in towns with a 
population of 10,000 and am now living in Dallas where 
the population is 850,000, and in each case I have been 
able to find one osteopathic physician with whom we 
have had a highly personalized relationship as a start- 
ing point for our care. 

Dr. Fiore: I do not practice in Los Angeles but 
in Westchester. This to me is like a small town and I 
am a neighborhood doctor. I believe that the general 
practitioner is still the family doctor, even in large 
cities. When my patients move away, they ask me for 
the name of a doctor in the community to which they 
are going. I think we have a good relationship. 

Dr. TrtLey: I know that the general practitioner 
wants it that way, but often the patients themselves do 
not quite see it that way. They feel that they want to 
choose a doctor to take care of what they think is their 
particular problem, so they go to a gynecologist or an 
ophthalmologist or some other specialist, even for 
minor problems, and the general practitioner feels left 
out. 

Dr. Laurson: As Dr. Brasted was speaking 
about clinics, it made me think of the large health plans 
sponsored by labor unions. We have in California some 
tremendous union health plans, as well as individual 
group plans that care for thousands of people. I think 
the individual physician is lost in this type of practice, 
and the patient really has no chance to experience a 
relationship. But as osteopathic physicians and sur- 
geons, we usually are not taken into these plans, and I 
think our patients are probably being maintained in a 
closer doctor-patient relationship in a higher percentage 
of instances than is true in the medical profession. 
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Dr. HEN.Ey: I have had personal experience with 
one of the group plans. While one should not gen- 
eralize from one experience, it might be worth some- 
thing in this discussion. Before coming into this pro- 
fession, I was a member of the faculty of a large 
university which provided care by means of group 
practice. One day I felt that I was coming down with 
a cold so I went to the clinic. The girl at the receiving 
desk asked, ‘‘What seems to be your trouble?” and I 
answered that I thought I was getting the flu. She told 
me to go to the fourth floor. I went up there. The 
doctor was busy working on reports. He looked at me 
and said, “What’s your name?” He wrote down my 
name and address then said, “Open your shirt.” He 
moved a stethoscope around on my chest, reached in 
the desk drawer and pulled out a mimeographed sheet 
and said, “Follow these instructions.” Then he pulled 
out another sheet and told me to take it down to the 
pharmacy. I sat there and finally said, ‘“Anything else ?” 
and he said, “No, you are through,” so I left. But I 
was so dissatisfied that when I got out of that place | 
went to my own doctor. 

I think a personal relationship with a physician is 
the most important thing one has in health care. It 
seems to me the strength of the osteopathic profession 
is that we are a minority and for that every patient 
puts us on trial. Every patient is either a potential 
friend or a potential enemy of the profession. It is our 
responsibility to win that patient’s faith and confidence 
not only in ourselves but in the profession which we 
represent. 

Dr. TiLtLey: As members of the healing art group 
and of the minority school within that group, we ought 
to take a very definite stand about the patient as the 
center of interest. The question has been raised: Do 
the referring physician, the specialist, and the hospital 
cooperate to the fullest extent to make the patient the 
center of interest? How does that work in your insti- 
tution, Dr. Lindberg? 

Dr. LinpBerG: I would like to duck that question 
for a minute and instead raise another for your atten- 
tion. In making my point I may exaggerate a bit. But 
for example: How old are the patients who complain 
most about the lack of proper doctor-patient relation- 
ships, and how old are the doctors? That might 
make an interesting study. I wonder if we are not in 
the situation of choosing between the handmade new 
car and one made under automation. The total service 
that the public demands today makes it necessary that 
physicians use automation in their care of the patient. 
I think the old concept of the doctor-patient relation- 
ship is undergoing changes that we are not aware of. 
It would be intensely interesting if the American Os- 
teopathic Association could make a survey of the pa- 
tient load and the type of service that our physicians 
are rendering throughout the country. We are antici- 
pating an increase in the general population and in the 
number of physicians in this country, but in modern 
medicine it takes about twice as many physicians to 
serve the same number of patients as it did 20 years 
ago. The demand for service has passed beyond the 
stage of the old-fashioned doctor-patient relationship. 

Dr. Hen ey: I think you have the cart before the 
horse. Regardless of how much automation we have I 
am still a human being, and I don’t want to be treated 
like nut #75 on chassis #42. If Dr. Lindberg treats 
me that way he is going to find that he has lost a pa- 
tient. Granted we have an increase in population, what 
is needed is to increase personnel and facilities to meet 
the demand. You don’t chop off your market because 
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you can’t meet it. If the market is there, you increase 
vour facilities to meet it. So it seems reasonable that if 
the public is demanding a new type of service, it is up 
to us to supply more facilities and more doctors to give 
the public the things it is entitled to. 

Dr. GotpsteIn: I think Dr. Lindberg hit on a 
very important factor. Do the people really want what 
they say they want? You may remember that Chrysler 
some time ago conducted a poll to find out what kind 
of an automobile the public wanted. Some very specific 
information was obtained, but when Chrysler built that 
automobile they couldn’t sell it. People had said they 
wanted a small car without chrome or high horsepower, 
but they bought big cars with lots of chrome. The fact 
that group insurance plans have grown at such a rate 
must testify to the fact that people appreciate that kind 
of service and want it. We all have had experience, 
under automation, where somebody held out a stetho- 
scope which we happened to encounter and, therefore, 
had our hearts listened to. Many of us have been part 
of an organization which probably has provided more 
automatic medical care than any other single organiza- 
tion—the United States Government. I wonder if the 
men who are subject to military care are really con- 
cerned about personal relationships. They have not had 
the freedom to pick their specific doctor, but I think 
most of these men are satisfied with the treatment they 
get. 

Dr. Fiore: I think Dr, Lindberg’s analogy with 
automation refers more to a socialized type of medical 
care where the patient walks in Monday and sees Dr. 
Jones, and goes in again the next Monday and sees Dr. 
Smith because Dr. Jones is not on duty that day. The 
care is provided by the patient’s union or his employer. 
The handmade type of car would be the general prac- 
titioner as selected by the patient. The increase in the 
practice that the general practitioner has today can be 
handled by. improved technics and methods of treat- 
ment which enable him to handle more patients today 
than he could 20 years ago. 

Dr. Sueets: I think you are both right. In our 
area, where the physician is burdened by a very heavy 
case load, he has tended to give superficial care. But 
there is no substitute for personal interest in the pa- 
tient. Just remember that a diagnosis is more often 
missed by the physician because he did not look for it 
than because he did not know what it was. The spe- 
cialist is just as much at fault as the general practi- 
tioner. One of our troubles is that we have to see our 
patients too fast, and I am sure we all agree that this 
is not right. If you cannot do all the work that comes 
your way, you should do what you can do thoroughly. 
I still don’t believe that automation will ever enter into 
the practice of good medicine. 

Dr. SHUMAKER: There is such a thing as the 
Hippocratic oath, as well as the osteopathic oath. You 
all have taken the osteopathic oath, although many of 
you perhaps do not remember what it was. But you 
have a responsibility to yourself, to your wife and 
family, to your neighbors and patients, to your commu- 
nity in general and the world at large. How are_you 
going to carry out all these responsibilities and still 
obey the osteopathic oath? It may be that automation 
has caused a change in the thinking of the doctor with 
respect to that very oath. It is possible that the osteo- 
pathic and Hippocratic oaths, because of increased 
world population, need some kind of revision. Maybe 
a new arrangement of the basic ideas and a shift in 
emphasis are needed. 

Dr. TILLEY: The Hippocratic oath is pretty basic. 
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Mr. McKay: Probably every doctor should take 
some time off every year just to keep abreast of things 
but to do that he has to cut down on the time available 
for practice. The profession itself has not actually for- 
mulated a plan for the proper integration and best use 
of all the doctors, and in a field involving knowledge, 
skill, and training the profession itself has to develop 
that plan, for its members are the ones most intimately 
acquainted with the relationship and how it can work. 
It is not a matter of promoting the interests of the spe- 
cialist or the general practitioner, but of taking into 
consideration the health needs of the people, and what 
the profession actually can do with what it has to 
do with. The lack of public support of the osteopathic 
colleges is evidence of the lack of knowledge on the 
part of the public as to what these colleges are doing 
for the American people in providing physicians and 
surgeons. The public does not understand what the sit- 
uation would be like if these colleges were not in ex- 
istence. You hear of public tax-supported schools hav- 
ing tremendous sums of money, and the private schools, 
except those connected with large universities, having 
severe financial problems. Money is available; we 
know that. We see it in philanthropies and in other 
trust accumulations, and yet it is not being directed to 
the public’s need for health service. 

Dr. LinpBerc: I think we must accept this fact: 
The best doctor-patient relationship becomes established 
if the physician gathers about him those adjunctive 
arms of the profession needed to give the patient com- 
plete service. This includes laboratory technicians, in- 
terns and residents, and hospital personnel. A few 
weeks ago I had a talk with one of the top medical 
economists of the UAW-CIO, who illustrated a point 
this way: When one of their men goes into the medical 
service with a lacerated hand he wants that hand fixed 
right. He does not care too much who does it. He just 
wants the doctor’s service organized so the hand is 
fixed right. The same is true of fractures. The whole 
range of health service has to be offered patients today, 
and good physician-patient relationships can only be 
established if all physicians gather around them the 
means of giving patients the complete health service 
they need. That is what I meant when I spoke about 
automation. 

Dr. TitLEyY: Those of us who have been in prac- 
tice for some years know that frequently when the pa- 
tient gets what he wants it is not what he really needs. 
The patient seeks the specialist and his particular prob- 
lem is taken care of. But if that patient were thorough- 
ly studied from every point of view, that would be 
what he really wants and what he hopes the specialist 
will provide. When this doesn’t happen the patient 
may say to himself, “I have had service to a particular 
part of my body, but how about the rest of me? Does 
that need attention too?” I don’t see how automation 
can take care of that. 


Dr. Fiore: I think we should say a word in de- 
fense of the doctor. The times we live in contribute 
something to this automation. All of you have had the 
experience of having a patient sitting on the edge of 
her chair in the waiting room because she had an 11 
o’clock appointment at the beauty parlor and it is after 
11 o’clock now. Very often that patient will not give 
the doctor the time he needs to do a good job. 

Dr. HENLEY: It seems to me psychologic condi- 
tioning is a part of this. A man says to a youngster: 
“So you’re going to be a doctor. What are you going 
to specialize in?” Or a physician is introduced in a 
new community, and the first question asked him is, 
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“What do you specialize in?” He may say, “I am not 
a specialist, just a general practitioner,” as though he 
were thinking, “God help me, I’m just a poor ignorant 
person.” I do not know what psychologic forces are 
at work to depreciate the general practitioner, but auto- 
mation plays a part. Nowadays the patient tries to be 
his own diagnostician and decide what specialist to con- 
sult. Ideally he should go to a general physician, who 
will call a specialist if one is needed. The role of the 
general practitioner in America has been depreciated, 
and I think it should be restored to its former place. 
This does not mean that I do not appreciate specialists, 
but they should work in cooperation with the general 
practitioner, who sees the man as a unit and knows 
the whole man he is treating. 

Dr. Mutrorp: Let us not forget that part of the 
doctor-patient relationship depends on how the doctor 
feels in the morning. If he is grouchy, even if he 
spends adequate time with the patient, the patient may 
become thoroughly discouraged. On another day, that 
same physician might give exactly the same service to 
the same patient, who would go away perfectly happy. 
Sometimes the receptionist has had a bad night and 
may be unpleasant to the patient, so that by the time 
the doctor sees him, he is so resentful that nothing will 
satisfy him. So we can’t place all the blame on auto- 
mation—-we must take stock of our office personnel 
and, most of all, ourselves. 

Dr. SHEETS: Are we not losing sight of the fact 
that basically we are all physicians? If the specialist is 
honest with his patient and his profession, he is not 
going to treat that patient if the problem is some gen- 
eral systemic condition. My practice is about 95 per 
cent referred from other physicians. I presume that 
about 85 per cent of the patients we operate on are 
seen in our own office before being sent to the hospital ; 
the other 15 per cent are sent directly to the hospital. 
When a patient comes to our office he has been told 
by the general practitioner that he needs an operation. 
We found in a survey of our practice for 1 month that 
37 per cent of the patients sent to us for surgery need- 
ed other diagnostic services or specialists, or were sent 
back to the general practitioner for general care. We 
found that often the specialist is at fault in narrowing 
his field too strictly. We also found that sometimes 
the general practitioner has not exhausted his particular 
abilities before sending the patient to a specialist for 
help. 

Dr. Tittey: Do you think the doctor-patient re- 
lationship is ever disturbed by failure of the referring 
doctor or the specialist to keep in close touch by phone 
or written reports ? 

Dr. SHEETS: That is one disturbing factor. The 
specialist has a halo which cannot be dislodged, and he 
is apt to ignore the general practitioner. The patient’s 
confidence is shattered by the specialist who undersells 
the general practitioner by contradicting his findings or 
finding fault with his opinion. If a patient is sent to 
me, and after examination I do not believe that an 
operation is needed, I do not tell this to the patient. I 
tell him to go back to his doctor, who will have my 
letter explaining the situation. 

Dr. GoLpstetn: I wonder if the wrong people are 
talking about what the patient expects. I would like to 
ask Dr. Brasted what he expects from a physician 
when he goes to see him. 

. Dr. Brastep: Perhaps I do not represent the 
usual patient, but if I had an earache or a stomachache, 
I cannot imagine not starting out with my general 
practitioner and having him refer me to a specialist if 
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necessary. It all goes back to the need of a good rela- 
tionship between patient and general practitioner. May- 
be there is a problem in education. The patient should 
be taught that he should start with his general practi- 
tioner and not with the yellow pages of the Classified 
Directory. 

Dr. GoLpsTEIN: If you had to list the Ten Com- 
mandments for a physician on his relationship to pa- 
tients, what would they be? 

Dr. Brastep: I would say first of all that the phy- 
sician should so schedule his time that he can provide 
the personal care that his patients probably are seek- 
ing. You can wave the dollar sign and increased popu- 
lation and automation, but I think it really comes down 
to the matter of the doctor who is or is not going to 
schedule his day so that, except for an emergency, 
he has enough time to devote to individualized, per- 
sonal patient care. That is what I want as a patient, 
without considering the other nine Commandments. 

Dr. TiLttey: The question has been asked: What 


about the increased tendency on the part of the patient . 


to diagnose his own case and request appropriate 
treatment to save time and money? What has brought 
this about and whose fault is it? I think we can see 
by this question that both doctors and patients at times 
almost deliberately disturb their relationship. 

Dr. GotpsteIn : Is it any different from 50 years 
ago? In those days you made a house call and Grand- 
mother told you that Johnny had the measles, and you 
were pretty sure that Grandmother knew what she was 
talking about. Nowadays you may be told that the 
patient has had an acute coronary, but this just illus- 
trates that the Reader’s Digest and other publications 
are growing more sophisticated. .I wonder if there is 
more self-diagnosis going on now than in the past 
actually? Even the physician 25 years avo could rarely 
diagrose coronarv artery disease. Usually it was diag- 
nosed as acr'te indigestion. Is there more self-diagnosis 
or is there more publicity about it? This might be diffi- 
cult to determine. 

Dr. Tittey: To conclude this part of our discus- 
sion I will quote to you Christ’s statement: “Thou 
shalt love the Lord thy God with all thy heart, and 
with all thy sovl, and with all thy mind. This is the 
first and greatest commandment. And the second is 
like unto it. Thou shalt love thy neighbour as thyself. 
On these two commandments hangs all the law of the 
prophets.” This is a very good summation of what 
shold be our attitude, I think. We have not solved 
anvthine, but I believe we have clarified many aspects 
of the doctor-patient relationship. ~ 


Responsibilities and relationship of the 
physician to the community 


Dr. TrtLtEy: We are all members of the com- 
munity. When we examine some of our patients who 
drive automobiles, we find that they have greatly im- 
paired eyesight, or are subject to epileptic attacks, or 
are mentally incompetent, and yet they hold driver’s 
licenses. This is contrary to law, but how often does 
the doctor fulfill his responsibility in that area? Just 
what is the responsibility of the physician to the com- 
munity? That is a difficult question. How far should 
a doctor violate a patient’s rights in exposing a prob- 
lem that may seriously affect a community ? 

Mr. McKay: One cannot violate a patient’s right 
per se, and the approach to the community problem 
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should not affect the doctor’s relationship with his own 
patient. That is a personal affair. But the doctor is 
in the community, and he is the one in that com- 
munity who should have knowledge about and exercise 
influence in matters of health. Where the doctor ac- 
cepts this responsibility, not only his practice but the 
health of the community and the understanding of the 
public will be enhanced. There is basis for believing 
that doctors are not doing their part for the com- 
munity, at least in large cities. In smaller towns the 
doctor handles his community responsibilities much 
more effectively. From my own experience doctors in 
small towns do an outstanding job in cooperation with 
lawyers, bankers, and other businessmen. In the large 
cities the doctors seem to have little effect. It is very 
seldom that you see the kind of activity that doctors 
in less crowded areas carry out as a matter of routine 
responsibility. ; 
Dr. SHuMAKER: At the risk of seeming too ideal- 
istic, I would remind you that the basic meaning of the 
word “doctor” is teacher. If we extend that thought 


to “doctor in the community,” perhaps we would real- 


ize that as teachers we are responsible for teaching the 
citizens of the community how to live right, how to 
take care of themselves, so that they can live life to the 
fullest measure. These responsibilities of teaching 
would obviously be carried into the home to reach par- 
ents and children. The responsibilities carry over into 
Sunday school, the Boy Scouts, the Girl Scouts, and 
even the law enforcement bodies. There is no end to 
the responsibility that a doctor has as a teacher. 

Dr. HENLEY: I believe the doctor has a respon- 
sibility because he is an educated, cultured man. We 
are taught a Code of Ethics in school, one part of 
which says that “the individual should so act that his 
action could become universalized.” If everybody else 
in the community acted as the doctor does, what kind 
of a community would it be? If the doctor says, “I 
am too busy,” then the merchant and the lawyer and 
everyone else could say the same thing. When the 
doctor is too busy to join with others in the com- 
munity to make it a better place for everyone, I rec- 
ommend that he read the book called Savage Symphony. 
It is the story of the rise of Hitler when the cultured 
people in Germany were too busy with things they 
thought important to take any interest in the political 
activity of others. The price of free government is 
eternal vigilance on the part of every citizen, and the 
doctor is part of that group. Because he is respected 
and cultured, he has a double responsibility in build- 
ing and strengthening his community. 

Dr. Tittey: I would like to direct a question to 
Dr. Fiore to see if we can find a reason for what seems 
to me to be a fact, that the average physician does not 
show a very deep concern about the little things that 
affect the health of the community. Why is it that when 
garbage or noise is a nuisance, the person who writes 
to the newspaper is usually the householder and not the 
leader in matters of health? 

Dr. Fiore: I suppose the explanation could be 
found in something Dr. Henley said: “I am too busy.” 
That may not be the whole answer, because the doctor 
may feel that there are agencies probably better quali- 
fied than he to handle these nuisances. 

Dr. BrasteD: It may involve a defeatist attitude 
on the part of many osteopathic physicians. We men- 
tioned earlier that osteopathic physicians represent a 
minority group. While they have many advantages, I 
have too frequently known osteopathic physicians to 
take the attitude, “I was not invited.” It has not been 
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that he is not willing to give the time, but he has 
thought he would not be as welcome as others so he 
did not insist on being present. I have noticed that in 
community services and in career-day conferences at 
high schools and colleges the osteopathic profession is 


almost never represented. It is time for the osteopathic - 


physician to assert himself and participate in commu- 
nity activities. 

Dr. Laurson: I feel that responsibility to the 
community varies according to the size of the com- 
munity. It is probably true that the physician in the 
smaller community is more conscious of public affairs 
than those in larger areas, but I think an analysis 
would show that in the larger communities osteopathic 
physicians are now being invited into public health 
programs, such as antituberculosis groups, the Heart 
Association, and Civil Defense, but we should respond 
as an organization, not on an individual basis. 

Dr. Tittey: I would like to ask the educators in 
our group to help me in a matter. When a man gradu- 
ates from a healing art school, has he had as much in- 
struction as he should have about community health 
agencies? How do our colleges cover this? 

Dr. SHUMAKER: It is probable that the graduating 
student is not too well indoctrinated in the ways and 
means of making use of the various health service 
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: HE TERMS “ectopic pregnancy” and “ex- 
trauterine pregnancy” are not synonymous. Ectopic 
pregnancy is any pregnancy occurring outside the 
uterine cavity, thus including cervical and interstitial or 
cornual pregnancy. 

The incidence of ectopic pregnancy is approxi- 
mately one in 300 pregnancies. The pregnancy may be 
in the tube, which is by far the most common site, or 
in the ovary or cervix, or rarely may be a primary ab- 
dominal pregnancy. An ectopic pregnancy may become 
attached at any point along the normal route between 
the ovary and the uterus.? The ultimate result depends 
upon the point at which the ovum stops and the nida- 
tion occurs. 


Etiology 


One or more factors may be responsible in pre- 
venting the normal migration of the fertilized ovum to 
the uterus. The most usual is mechanical interference 
with the passage of the ovum in a tube which is, never- 
theless, sufficiently large to permit the passage of sper- 
matozoa. 
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agencies. In Des Moines we approach the problem by 
giving what we call a course in professional ethics and 
office management. We have scheduled for that course 
lecturers from different parts of the city and outside 
the city to give talks on the legal aspects of practice, 
office management, bookkeeping systems, and so forth. 
However, I do not believe that such a course of in- 
— specifically meets the problem you have in 
mind. 

Dr. TittEy: This may be one reason why the 
young doctor has some hesitancy in approaching the 
health agencies, and as his practice grows he throws 
this important responsibility aside. , 

Dr. SHUMAKER: Our students going into smaller 
towns get to know something about that town before 
they go. They know who the druggist is, and they get 
acquainted with the banker. They check to see how 
many other doctors there are, what kind they are, and 
how well they are likcd. They join the Lions, the Ro- 
tary, and other organizations as a means of integrating 
themselves. They enter the social and business life of 
the town as rapidly as they can. But it is a different 
matter entirely in the larger cities. Many doctors prob- 
ably fail to become successful because they do not 
know how to become integrated with the community. 

(To be concluded in the June Jour Nat.) 


Pelvic inflammatory disease is the most widely ac- 
cepted cause of mechanical interference. Pelvic inflam- 
mation produces distortion, fixations, angulations, and 
sacculations of the tube and so interferes with its nor- 
mal peristalsis. Inflammation of the tube causes a defi- 
ciency of the ciliated columnar epithelium and saccula- 
tions trap the ovum. 

Antibiotic treatment of pelvic inflammatory dis- 
ease has increased the incidence of ectopic pregnancy 
because after treatment the tube may be sufficiently 
open to allow passage of the sperm, but too occluded to 
allow passage of the fertilized ovum. 

Interstitial tubal inflammation and perisalpingitis 
are important causes of ectopic pregnancy ; these often 
follow instrumental abortion or dilatation and curet- 
tage. Tuberculous peritonitis and pelvic adhesions are 
also important factors. 

Other possible causes of ectopic pregnancy include 
developmental anomalies such as infantilism of the pel- 
vic organs causing accessory ostia and diverticula ; con- 
genital anomalies and malformations; transmigration 
of the ovum from one ovary to the opposite side; me- 
chanical obstruction, such as adhesions, convolutions of 
the tube, tumors of the tube, congenital tubal atrophy, 
or pelvic operations such as procedures to open occlud- 
ed tubes; isthospasm (spasm of the isthmus of the 
tube) ; ectopic endometrial implants, furnishing a site 
for ectopic pregnancy ; and other causes such as meta- 
bolic deficiency, use of intrauterine pessaries, and defi- 
ciency of tubal cilia. 


Physiopathology 


Implantation of the ovum at various points along 
the tube follows almost the same mechanism as within 
the uterus except that the embryo lacks the rich vascu- 
lar decidua into which it can burrow for nourishment; 
so it promptly erodes through the epithelium into the 
muscularis. 
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If implantation is in the isthmus of the tube, rup- 
ture occurs more quickly because the tube is narrower 
here and less distention is possible. Interstitial preg- 
nancies may develop for several weeks or months be- 
cause the muscle fibers hypertrophy and stretch; when 
they tear, the uterus ruptures. In the ampulla of the 
tube, the possibility of stretching and distention of the 
tube is greater; so the pregnancy may go on for some 
weeks, producing symptoms from time to time but not 
rupturing until the tube has reached its limit of disten- 
tion. In this instance, the conceptus may be extruded 
through the fimbria as a tubal abortion. 

The ultimate result depends somewhat upon the 
point where the ovum stops and nidation occurs. Rup- 
ture usually follows promptly if the conceptus is locat- 
ed within the proximal two thirds of the tube. It would 
be considered a tubal abortion in the case of rupture 
through the fimbriated end; or rupture may also occur 
in the distal one. third. 

Rupture usually occurs directly into the peritoneal 
cavity, but occasionally it occurs between the folds of 
the broad ligament. If the embryo is not dead before 
rupture, and if the embryonic sac either of tubal or 
ovarian origin is undamaged, secondary attachment to 
the broad ligament, abdominal wall, or mesentery and 
intestines may occur; this results in an abdominal 
pregnancy. 

An abdominal pregnancy may also occur from an 
ectopic endometrial implant (endometriosis), as well 
as from tubal abortions in which the embryo pushes 
out the fimbria instead of rupturing through the tube. 

Ovarian pregnancy may occur near the surface of 
the ovary or follow the edge of a graafian follicle. It 
may also occur well within the stroma of the ovary, 
through the bed of the follicle, where it is soon com- 
pletely surrounded by ovarian tissue. An ovarian preg- 
nancy either ruptures shortly or becomes encapsulated ; 
in the latter instance, it may develop to considerable 
size before rupture or other disturbances make opera- 
tion necessary. Tubal pregnancies attached to the fim- 
bria may even go to term through the formation of 
secondary attachments. 

A tubal pregnancy may exist in combination with 
a normal intrauterine pregnancy and twin pregnancies 
may occur in the same tube at the same time.* If no 
operation is performed and the patient lives, an ex- 
trauterine pregnancy may go on to lithopedion forma- 
tion. 


Diagnosis 


If the gestation sac is unruptured, the signs and 
symptoms of ectopic pregnancy are:*> (1) Amenor- 
rhea for 1 or 2 months; (2) often a history of previous 
pelvic inflammation, tubal insufflations, or even plastic 
operations on the tube to correct sterility; (3) usually 
some irregularity of the menses; (4) hypogastric pain 
or discomfort; (5) usually some type of uterine bleed- 
ing, often a rusty vaginal discharge; (6) passage of a 
membrane from the vagina; (7) tenderness on palpa- 
tion, localized in the hypogastrium, the pelvis behind 
the pubes, and toward one side; (8) a small tender 
swelling in the lateral fornix; (9) uterus found to be 
enlarged, but not as large as in an intrauterine preg- 
nancy of the same duration; (10) softened cervix, with 
pain produced by any motion of the cervix; and (11) 
positive Friedman test. 

Symptoms and diagnosis at the time of primary 
rupture include, besides a history of salpingitis, irregu- 
lar menses, amenorrhea, and a scant rusty discharge or 
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actual uterine bleeding, (1) Sudden excruciating ab- 
dominal pain on the affected side, often radiating to 
the shoulder as a result of blood reaching the dia- 
phragm, or clavicular or infrascapular pain which may 
simulate an acute biliary colic or perforated ulcer; (2) 
faintness or actual fainting; (3) vomiting or nausea; 
and (4) symptoms of shock. 

Physical examination reveals the following: The 
conjunctivae are pearly in appearance ; there is extreme 
pallor and weakness; there are subnormal tempera- 
tures, rapid pulse, and low blood pressure; and the 
patient yawns and sighs frequently. Cullen’s sign (a 
bluish tint of the skin around the umbilicus) is occa- 
sionally found; the abdomen is tender although not 
rigid; and fluid (blood) is noted in the abdomen. The 
cervix is soft and exceedingly painful if moved; the 
uterus is larger than normal but not as large as in an 
intrauterine pregnancy of the same duration. There is 
a mass or at least tenderness in the cul-de-sac; this 
mass, if present, is immobile and irregular, and feels 
like putty. A profound anemia is present; leukocytosis 
increases with the duration of the rupture; sedimenta- 
tion rate is almost normal; Friedman test is positive. 

Differential diagnosis of ruptured ectopic pregnan- 
cy must be made from several other abdominal catastro- 
phes producing shock, such as perforation of a viscus 
(stomach, gallbladder, or duodenum), acute intestinal 
obstruction, acute pancreatitis, acute perforative ap- 
pendicitis, and torsion of the pedicle of an ovarian cyst. 
The history of the case—the sudden onset, persisting 
pallor, subnormal temperature, and tenderness without 
rigidity of the abdominal wall in a patient previously 
well—seldom leaves room for doubt. 

It may be almost impossible to distinguish the 
findings in a ruptured ectopic pregnancy from the find- 
ings of a severe hemorrhage of a graafian follicle. For- 
tunately this latter condition is very rare and the signs 
and symptoms of pregnancy are not present. 


With a twisted pedicle of an ovarian cyst, the 
pain and shock would be present, but there would not 
be the signs and symptoms of pregnancy nor would 
there be a low hemoglobin and erythrocyte count. Oc- 
casionally, culdocentesis can be done if there is consid- 
erable question as to the diagnosis.® 

An early unruptured tubal pregnancy needs to be 
distinguished from (1) unruptured pelvic appendicitis, 
(2) threatened uterine abortion, (3) pyosalpinx or 
hydrosalpinx, (4) small ovarian or broad ligament 
cysts, (5) retroverted gravid uterus, (6) twisted 
ovarian cysts or tumors, and (7) pelvic inflammatory 
diseases. 

1. Unruptured pelvic appendicitis may, of course, 
coexist with any pregnancy. In appendicitis there 
usually is no uterine bleeding, nor a history of amenor- 
rhea. The initial pain is usually hypogastric. Nausea 
or vomiting and a slight fever are usually present. Bi- 
manual examination shows no softening of the cervix 
and no movable swelling at one side of the uterus. 
Some splinting and tenderness are present. Laboratory 
tests show leukocytosis and increased sedimentation 
rate. 

2. In threatened uterine abortion, hemorrhage is 
greater and the patient often has regular labor pains. 
Pelvic examination shows a slightly enlarged uterus 
with a swelling on one side in ectopic pregnancy, and a 
larger uterus without swelling in the lateral fornix in 
the case of a threatened abortion. 

3. In pyosalpinx or hydrosalpinx, there are no 
symptoms of pregnancy. The cervix is not softened 
and the uterus is not enlarged. Usually there is no 


Journat A.O.A. 


S 

n 

it 

I 

| 

|_| 


TABLE I—DIFFERENTIAL DIAGNOSIS OF PELVIC CONDITIONS 


i Ectopic ; Pregnancy in Angular Twisted ovarian Pelvic inflamma- 
Findings pregnancy Abortion retroflexion pregnancy Appendicitis pedicle tory disease 
Symptoms of Some Yes Yes Yes No No No 
pregnancy 
Irregular Yes Usually not No a No Maybe Often 
menses 
Pelvic Yes Maybe Maybe _ No Maybe _ 
inflammation 
Onset Sudden, stormy Slow Slow — Sudden Sudden Sudden 
Pain Excruciating, Backache, Backache Slight Right lower Excruciating, Worse on 
irregular, and not severe quadrant pain, unbearable affected side 
colicky not as severe 
Shock (low Yes, with Maybelater No No No; excited, Severe No 
blood pressure) fainting flushed 
Nausea and Yes Usually not Often Maybe Yes, more than Yes, with pain Maybe 
vomiting in other condi- 
tions 
Fever No No No No 100 F No Yes, 100 to 
103 F 
Tender Very Slightly No No Yes, right Yes Yes 
abdomen lower quadrant 
Splinting No No No No Yes Later (also Some 
distention ) 
Uterus Yes, somewhat = Yes, size of Yes, size of Yes No No No, retroverted 
enlarged pregnancy pregnancy and fixed 
Cervix soft Yes, somewhat Yes Yes, size of Yes No No No 
pregnancy 
Mass: Where Cul-de-sac or Is fundus Is fundus At side Maybe One side Adnexa 
side 
Movable No Yes Yes Maybe Maybe Maybe — 
Irregular Yes No No (also No Maybe No -- 
urinary 
symptoms ) 
Bleeding : 
Internal Much None None None No * No No 
External Little Much None Slight No Maybe slight No 
Hemoglobin Low Normal at first Normal Normal Normal Normal _ 
and erythrocyte 
values 
Leukocytes 10,000 to 25,000 — Normal Normal 15,000 to 25,000 Normal 10,000 to 25,000 
Sedimentation Normal or Normal Normal (in- Normal Elevated Normal Elevated 
rate slightly elevated creases after 
4 months) 
Friedman test Usually Positive Positive Positive Negative Negative Negative 
positive 


bleeding and there is no passage of membrane. Leuko- 
cytosis and increased sedimentation rate are present. 

4. Small ovarian or broad ligament cysts (which 
may coexist with ectopic pregnancy) in themselves pro- 
duce no signs or symptoms of pregnancy. Pelvic ex- 
amination will disclose a painful small mass, palpable 
in one of the adnexal areas. 

5. A retroverted gravid uterus may cause pain, 
bleeding, and retention of urine (because of painful 
urination). The color of blood from a retroverted 
uterus would be that of fresh blood, while in ectopic 
pregnancy it would be darker. Anemia with shock 
exists in ectopic pregnancy, but there is none in retro- 
verted uterus. 

6. Twisted ovarian cysts or tumors may also be 
confused with ectopic pregnancy. Ruptured cysts, es- 
pecially corpus luteum cysts, may give rise to symptoms 
like those of ruptured ectopic pregnancy, especially in 
connection with the menstrual irregularity that so often 
accompanies it. Sudden torsion of the pedicle causes 
sudden unbearable pain which may radiate to the 
right upper quadrant, nausea and vomiting which come 
on with the pain, severe shock, and fever later on. On 
abdominal examination, the abdomen is very tender 
and later becomes rigid ; distention is present. On pel- 
vic examination, a definite, round, tender mass is palpa- 
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ble on the affected side. The differentiation from ectopic 
pregnancy. lies in the fact that there are no signs of 
pregnancy, the uterus is not enlarged, and the cervix is 
not soft. Laboratory findings show no anemia. 

7. Pelvic inflammatory disease affects all of the 
pelvic organs, but the inflammation is most destructive 
to the tube, producing pyosalpinx, tubo-ovarian abscess, 
pelvic adhesions, and massed pelvis. It is the cause of 
much sterility, but it may coexist with pregnancy. 

There is usually a history of recent abortion, a 
gonorrheal contact (often denied), or chronic endo- 
metritis in pelvic inflammatory disease, or it may be 
secondary to acute appendicitis. There is itching of the 
vulva, and some vaginal discharge is present. Pain is 
present throughout the lower abdomen, is worse on the 
affected side, and often is referred to the shoulder or 
subdiaphragmatic areas. 

Examination of the abdomen will often show some 
distention; there is marked tenderness of the lower 
abdomen, worse on the affected side, with moderate 
rigidity. On pelvic examination there is evidence of 
inflammation of the vulva, vaginal discharge, and often 
inflammation of Skene’s or Bartholin’s glands. The 
cervix is not soft, but palpation causes pain in the 
tubal region. The uterus is not enlarged, but is often 
retroflexed, tender, and fixed. Tenderness of the ad- 
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nexa is present with enlargement on one or both sides, 
producing a tortuous, sausage-shaped mass which is 
fixed; this is in contradistinction to the ectopic preg- 
nancy which is often a mass that floats anteriorly. 

In pelvic inflammation, the hemoglobin and ery- 
throcyte count are relatively normal, but there is a 
marked leukocytosis and rapid sedimentation rate. A 
slide often reveals gonorrhea. It must be realized that 
it is possible to have an ectopic pregnancy superim- 
posed on old pelvic inflammatory disease, and that this 
creates great hazards. 

Lull’ lists certain “rules of thumb,” which suggest 
probable explanations for symptoms, and thus may at 
times direct attention to the correct solution of these 
complicated problems : 

Irregular bleeding in any patient is to be suspected 
to represent either pregnancy or malignancy until it is 
proved otherwise. 

The chances of extrauterine rather than intra- 
uterine implantation are increased when the period of 
amenorrhea preceding onset of bleeding is short. If 
bleeding is profuse, it is more likely to be caused by an 
intrauterine rather than an extrauterine pregnancy. 

In proportion as the number or intensity of the 
presumptive signs and symptoms of pregnancy in- 
creases (nausea, changes in the breasts or in urinary 
habits, or cervical softening), the more probable be- 
comes the diagnosis of intrauterine rather than ectopic 
pregnancy. 

If anemia is more profound than can reasonably 
be accounted for by the amount of external blood loss, 
concealed hemorrhage into the peritoneal tissues or 
cavity is indicated. 

When pain is located in the central portion of the 
lower abdomen, it arises more frequently from uterine 
expulsive efforts than from tubal rupture, which more 
often is characterized by unilateral discomfort. The 
pain of early ectopic pregnancy may be less severe 
than that caused by expulsive efforts of the uterus. 

The efforts of the uterus to expel its contents 
rarely cause fainting any more than uterine pains at 
term produce syncope. Distention of the parietal peri- 
toneum by even small quantities of extravasated blood 
in extrauterine pregnancy may produce pain enough to 
cause repeated loss of consciousness. Shoulder pain, 
with or without jaundice and associated with metror- 
rhagia, indicates hemorrhage from the pelvis rather 
than gallstones. In fact, slight jaundice occurring in a 
patient suspected of having an ectopic pregnancy is al- 
most pathognomonic of intra-abdominal hemorrhage. 
The external and internal bleeding associated with ec- 
topic pregnancy may begin on or before the date of 
the next expected menstrual period. 

It is well to remember that a history of marriage 
is not essential for the diagnosis of extrauterine preg- 
nancy. 

Lull feels strongly that if extrauterine pregnancy 
could be diagnosed and treated by operation when 
symptoms first appear, the mortality rate would be only 
slightly greater than for other simple uncomplicated 
opening of the peritoneal cavity. 


Treatment 


Treatment of ectopic pregnancy is operation as 
soon as the condition is diagnosed. Any type of ex- 
pectant treatment is highly hazardous after rupture has 
occurred. This is also true if rupture has not yet oc- 
curred because the tube (or ovary) may rupture at any 
moment. Even if there is any question as to the cor- 
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rectness of the diagnosis, it is much safer to operate 
than to delay. Operation before rupture is essentially 
a simple procedure, being only salpingectomy or ooph- 
orectomy. However, diagnosis before rupture is very 
uncommon. 

In the past gynecologists have recommended delay- 
ing operation after rupture because the patient is in 
shock, but it has been found that delay only serves to 
make the condition worse. Attempts at replacement of 
blood before operation often raise the blood pressure 
enough to start fresh bleeding: 

The operation itself is a dramatic one because the 
patient is in shock, and when the peritoneum is opened 
blood may gush out in large quantities. This can be 
combated somewhat as follows: As soon as the peri- 
toneum is opened, grasp the uterus with the hand, lo- 
cate the affected tube, and immediately apply a clamp 
at the uterine end of that tube, deep enough to include 
the tubular branch of the uterine artery, but not deep 
enough to include the utero-ovarian ligament with its 
ovarian blood supply. 

Almost the moment this is accomplished, the anes- 
thetist will report that blood pressure is rising. The 
pulse rate will begin to drop and the patient’s condition 
will be perceptibly better. Free blood and clots should 
now be removed in sufficient quantity to proceed with 
good visibility. A typical salpingectomy is then per- 
formed and hemostasis and peritonization accomplished. 
The patient is placed in a modified Fowler’s position 
which allows the blood to drain into the cul-de-sac. It 
is also advisable to search under the liver for adherent 
blood clots. Infection added to a condition of shock is 
most undesirable, and any blood left in the abdomen 
would furnish a most excellent medium for infection. 

The abdomen is closed in layers in the usual man- 
ner, without drains. After the operation blood transfu- 
sions should be given along with fluids and regular 
postoperative care. 

In my service as senior attending physician on the 
Obstetrical Staff of the Los Angeles County Osteo- 
pathic Hospital, I have had the opportunity to see many 
cases of, and all types of, tubal pregnancies, fimbrial 
pregnancies, ampullar pregnancies, isthmic pregnancies, 
and tubal abortions.. In my 10 years on this service, we 
have had four abdominal pregnancies, one of which 
was reported by Keyes and Mount® in 1947. The only 
ovarian pregnancy I have ever observed occurred in 
my private practice and is included in this paper as a 
case report. 

Approximately 100 cases of ovarian pregnancy 
have been reported in the literature. Almost 40 per 
cent of these have been reported since 1940, indicating 
an increasing frequency of their recognition. It is pos- 
sible to encounter them as secondary to tubal abortion, 
but these are not of true ovarian origin. 

Spiegelberg® formulated four conditions as neces- 
sary for the determination of the ovarian origin of 
pregnancy. They are: “(1) that the tube, including the 
fimbria ovarica, be intact and the former clearly sep- 
arate from the ovary; (2) that the gestation sac defi- 
nitely occupy the normal position of the ovary; (3) 
that the sac be connected with the uterus by the ovarian 
ligament; and (4) that unquestionable ovarian tissue 
be demonstrable in the walls of the sac.” 


Case report of primary ovarian pregnancy 


At 8:30 a.m. on September 2, 1952, I was called 
to the home of a 30-year-old woman, whose husband 
related the following symptoms: Severe “gas pains” 
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throughout the lower abdomen for the past 12 hours, 
with steady increase in the severity of the pain until it 
had become practically unbearable. The patient had ap- 
plied a heating pad to her abdomen and back all night 
without relief. The patient stated she now was not 
able to move because of the pain which had extended 
to her back, neck, and under the shoulders. The patient 
had fainted twice during the night from weakness. 
There had been no nausea or vomiting. 

Menses had started 12 days previously and the pe- 
riod was normal in every respect except that a heavy 
flow continued for the entire 12-day period. The 
menses had stopped on September 1, but started slight- 
ly again for a short time after she had applied the heat- 
ing pad. There was no flow at the time of the house 
call. 

In October 1951, the patient had experienced some 
abdominal pain and was examined by a physician who 
told her she had a right ovarian cyst; this had sup- 
posedly disappeared by a subsequent examination. Dur- 
ing early August of 1952 the patient experienced symp- 
toms similar to those of October 1951, except that this 
time there was no regression. So, the patient actually 
had some abdominal discomfort for 1 month prior to 
the onset of this last bleeding. 

Examination revealed a young adult white female 
lying in bed in Sims’ position, a picture of obvious 
shock and distress. Her voice was so weak that it was 
barely perceptible, and it was with such great effort 
that she talked that her husband answered most of the 
questions. She was in such pain that it was almost 
impossible for her to lie on her back for an exami- 
nation. 

The skin was cold and clammy, the pulse rapid 
and thready, and the blood pressure was 74/50 mm. 
Hg. The abdomen was unscarred, slightly distended, 
and splinted. It was doughy to palpation and extremely 
painful to the slightest touch. The pain was most 
marked in the left lower quadrant. No other type of 
examination was attempted and the patient was moved 
immediately by ambulance to the hospital, with an ad- 
mitting diagnosis of massive hemorrhage, probably due 
to a ruptured left ectopic pregnancy. 

At the hospital further examination was carried 
out after administration of 50 mg. of Demerol intra- 
venously and 50 mg. intramuscularly. 

The lungs were clear, and no heart murmurs were 
heard. 

Pelvic examination revealed a slightly enlarged 
uterus which was pushed to the right by a left adnexal 
mass. The uterus was exceedingly painful to palpation 
or any attempt at motion. No uterine tumors were 
found. 

The left adnexal mass was indefinite in size and 
extremely painful to any palpation. The right adnexal 
area was tender. Any touch or palpation of the cervix 
was exceedingly painful; the os was not dilated, and 
no particular softening was noted. The cul-de-sac was 
bulging and exceedingly painful to any touch. 

An immediate blood count showed the following 
results: hemoglobin, 8.6 grams (57 per cent); color 
index, 0.98; erythrocytes, 2,900,000 per cu. mm.; leu- 
kocytes, 18,300 per cu. mm., of which 88 per cent were 
nonsegmented neutrophils (6 per cent stab cells), 8 per 
cent lymphocytes, and 4 per cent monocytes. Analysis 
of voided urine showed the following: pH, 7.5; spe- 
cific gravity, 1.020; albumin and sugar, negative; ace- 
tone, 1+-; a large number of erythrocytes; and a small 
amount of bacteria. 

The blood of the patient was crossmatched for 
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three 500 cc. whole blood transfusions, and she was 
prepared for immediate operation. Preoperative diag 
nosis was ruptured left ectopic pregnancy with massive 
hemorrhage. 

A spinal anesthetic of 60 mg. procaine, 1 cc. 10 
per cent glucose, and 15 mg. Vasoxyl at the level of 
the fourth lumbar vertebra was given. 

Through a midline incision the abdomen was 
opened in the usual manner. As soon as the peritoneum 
was nicked, blood began to pour out of the abdomen, 
and approximately 5% pints of free blood and clots 
were removed with continuous bright red bleeding en- 
countered. The source of the hemorrhage was found 
to be at the left ovary; profuse bleeding was emitting 
from what appeared to be a ruptured cyst of the left 
ovary, although the possibility of a left ovarian preg- 
nancy was not excluded. The ovary was then clamped 
off to prevent further bleeding and the pelvis examined 
after emptying it of sufficient blood; the left tube was 
normal except that it contained a dark blue mass ap- 
proximately the size of a pea. The uterus was slightly 
soft and slightly enlarged. The right tube and right 
ovary were normal. The appendix was not examined 
because of the profuse hemorrhage. The left ovary and 
tube were then removed and the cut surface closed with 
continuous over-and-over #00 chromic suture. The 
end of the mesosalpinx was attached to the uterus at 
the point of origin of the tube. When all hemostasis 
was secured, the remainder of the blood and clots was 
emptied from the abdomen. The abdomen was closed 
in layers without drains. The patient was returned to 
her room in much better condition than upon her ar- 
rival in surgery. 

During the operation all three transfusions (1,500 
cc.) were given under pressure, using both arms, as the 
patient was practically moribund. 

The condition of the patient began to improve 
from the moment the source of the bleeding was 
clamped off; within 14 hours after the operation her 
blood pressure was 130/70, pulse rate 84 (strong), and 
respiration rate 28. She was resting easily. She re- 
ceived one vial of Combiotic, and Demerol, 100 mg., 
was given as needed for pain. Her blood pressure 
stabilized at 122/64 and by evening she seemed to be 
completely recovered from shock. No additional fluids 
were given on this day. 

On the first postoperative day she was in good 
spirits and had no complaints. Her blood pressure and 
pulse were stable, and her condition markedly im- 
proved. A 500 cc. whole blood transfusion was given, 
followed by 1,000 cc. of 5 per cent glucose in normal 
saline with Solu-B and Solu-Cortef. One vial of Com- 
biotic was given and one 1:4,000 ampul of Prostigmin 
was administered every 6 hours for six doses, to help 
prevent distention. 

On the second postoperative day another 500 cc. 
of whole blood were given. Her highest temperature 
on that day was 99.8 F, pulse rate 80, and respiration 
rate 18, at 3:00 p.m. She enjoyed a semisoft diet, was 
voiding spontaneously, and had very little discomfort. 

On the third postoperative day, the laxative ad- 
ministered was effectual; she had no complaints, and 
ambulated at will. The Combiotic was continued and 
another 500 cc. of whole blood were given. On the 
fourth postoperative day she was given another vial of 
Combiotic, and was entirely asymptomatic. The clips 
were removed on the fifth postoperative day, and the 
patient was dismissed from the hospital. 

On September 18, 1952, the patient was seen in 
the office. She had no complaints. The incision was 
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well healed. On October 16, a blood count showed 12.8 
grams of hemoglobin (85.2 per cent) and 4,860,000 
erythrocytes. A prescription for liver and iron tablets 
was given. 

On December 1, she was again examined in the 
office. She had had three normal menstrual periods 
since the operation. Her last period had been preceded 
by spotting 1 week in duration. The abdomen revealed 
a well-healed scar. No masses and no areas of tender- 
ness were present. The pelvic examination showed the 
uterus to be 1 degree retrofle: but otherwise of nor- 
mal size and tone. There we’ uo adnexal masses or 
tenderness. The cervix was noniunal. 

The patient has been seen since, has had normal 
menstrual periods, and feels in good general condition. 

The pathologist’s report, dated September 9, 1952, 
reported the pathologic diagnosis as over’ +n pregnancy. 


Summary 


A case of primary ovarian pregnancy with early 
rupture has been presented. As shown, the symptoms 
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a MIDDLE LOBE syndrome is a clinicopatho- 
logic entity which includes hilar or peribronchial lym- 
phadenopathy, bronchostenosis with atelectasis, and 
chronic pneumonitis of the right middle lobe. 

A review of the literature shows slight disagree- 
ment concerning the etiologic and pathologic character- 
istics of this entity. This discussion will attempt to 
reconcile the varying points of view. 


Pathogenesis 


Pathologic physiology.—The classification “middle 
lobe syndrome” was first proposed by Graham, Bur- 
ford, and Mayer' in 1948. They stated that any pulmo- 
nary inflammatory involvement which causes perihilar 
or peribronchial lymphadenitis can be the predisposing 
mechanism in the middle lobe syndrome. 

The primary factor in the formation of this proc- 
ess, as set forth by Vaughan,’ is bronchial compression 
by an enlarged firm lymph lode. This interferes with 
the cleansing action of the bronchus and encourages 
stasis of the mucosal secretions. As is true elsewhere in 
the body, stasis of the secretions results in acute or 
chronic infectious involvement of the bronchial mucosa 

*This paper was submitted in partial fulfillment of the requirements 
for certification by the American Osteopathic Board of Radiology. It was 
prepared during a residency under Dr. Byron L. Cash, chairman of the 
Department of Radiology, Des Moines General Hospital; and under Dr. 


T. Bruce Farmer, chairman of the Department of Radiology, Wilden 
Hospital, Des Moines, Iowa. 
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and physical and laboratory findings were almost iden- 
tical to those of a ruptured tubal pregnancy with se- 
vere hemorrhage. The value of early operation and 


early replacement of blood volume is also shown. 
724 S. Painter Ave. 
Whittier, California 
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with mucosal edema and eventual bronchostenosis. The 
bronchostenosis causes varying degrees of atelectasis of 
the involved lobe and further stasis of bronchial secre- 
tions with chronic pneumonitis of the lobe. 

Some authors, such as Joseph,* feel that atelectasis 
is not necessarily a component of the process, but in- 
stead that irreversible bronchiectasis is the principal 
histopathologic involvement. On a physiologic basis, it 
would seem apparent that as a result of partial obstruc- 
tion of a bronchus over a long period, both bronchiecta- 
sis and atelectasis will be produced. 


Etiology.—Probably the most common cause of the 
lymph node enlargement which initiates the process is 
tubercular infection. It has been found that a high per- 
centage of these people present positive Mantoux tests. 
However, any nonspecific pulmonary inflammation 
which includes lymphadenitis may initiate the process. 
The interference with normal bronchial function might 
occur at any stage of lymph node involvement from 
acute enlargement to calcification. There are two cases 
described in the literature in which the middle lobe syn- 
drome was present secondary to sarcoidosis involving 
the perihilar nodes.* A similar phenomenon has been 
reported in allergic patients with a history of bronchial 
asthma, in which the mechanism of collapse results 
from inspissated bronchial secretions occluding the 
lumen, with secondary infection.® It has been found 
that, in cases of this sort, early intensive administration 
of antibiotics and bronchodilators results in resolution 
without the prolonged chronicity and _ irreversible 
changes usually associated with the middle lobe syn- 
drome. 


Anatomic basis.—On the basis of the above discus- 
sion, it would seem that the mechanism of bronchial 
obstruction resulting in atelectasis, bronchiectasis, and 
chronic pneumonitis could occur in any portion of the 
lung. However, in the vast majority of cases, the right 
middle lobe is found to be the one involved. This fact 
demands a specific answer which is to be found in the 
basic consideration of the anatomy of the bronchial tree 
and the lymph glands in the hilar area. The middle lobe 
bronchus is peculiarly susceptible to this type of com- 
pression because of two anatomic relationships: pri- 
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marily, this bronchus lies at the apex of the lymphatic. 


pathways from both the upper and lower lobes and is 
completely surrounded by lymph nodes ; and secondari- 
ly, the bronchus is relatively long and of small caliber, 
and arises at an abrupt angle from the main trunk, 
which renders it much more susceptible to compression 
when the lymph glands enlarge.*® : 

The primary middle lobe bronchus is the most 
common site of involvement ; however, its lateral branch 
and rarely its medial branch can be the area of lym- 
phatic compression (Fig. 1). 
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Fig. 1. The right bronchial tree. (1) Right bronchus, (2) superior 
lobe bronchus, (3) imiddle lobe bronchus, (4) anterior branch, (5) 
medial branch, (6) lower lobe bronchus. 


Diagnosis 


Clinical findings.—The clinical picture varies some- 
what, but the most common presenting complaint is 
hemoptysis with a history of recurrent episodes of pul- 
monary infection. Sputum is present in varying 
amounts and of a type which is usually characteristic 
of bronchiectasis. A stubborn chronic cough is a univer- 
sal finding. There have been cases in which a calcified 
node eroded into the bronchus and was expectorated. 
This syndrome may occur at any time from childhood 
to old age and presents no difference in sex ratio. The 
onset may be acute with a sudden pyrexic attack and 
malaise or it may be insidious. An important fact to 
bear in mind is that these people usually are not well 
even between acute episodes. They present a picture of 
easy fatigability, weight loss, and malaise. It is possible 
that the x-ray findings typical of middle lobe syndrome 
might be found incidentally in patients who are asymp- 
tomatic. 

Roentgenographic diagnosis—The roentgeno- 
graphic findings*-*° are primarily those of atelectasis of 
the right middle lobe, usually with evidence of hilar 
lymphadenopathy. When the middle lobe collapses, it 
folds downward against the heart. In the anterior pro- 
jection, this appears as a density in the medial portion 
of the right lung base, which obscures the lower part of 
the right heart border. The horizontal interlobar fissure 
will usually be displaced downward to some degree. 
There might be a slight shift of the cardiac silhouette 
to the right. Sometimes compensatory emphysema of 
the upper and lower lobes may be observed. The pos- 
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sibility of error in the posteroanterior projection exists 
where the density might be mistaken for a prominent 
right heart border with an elevated right diaphragm. 

The right lateral projection is more valuable in 
demonstrating the middle lobe atelectasis than the pos- 
teroanterior view. The usual appearance is that of a 
dense triangle with its apex at the hilum and its base 
at the anterior thoracic wall. The width of the triangle 
may be considerable or it may be narrowed, appearing 
no wider than a rib. In case of purulent infection there 
might be an increase in volume of the lobe with bulging 
of the interlobar fissure upward. 

Frequently the typical appearance cannot be dem- 
onstrated on either the posteroanterior or lateral pro- 
jections. It is worth while to recall that the lordotic 
view of the chest may be very helpful. In this exami- 
nation, the collapsed middle lobe appears as a triangle 
with the base at the hilum and the apex at the periphery. 

Body section radiography will sometimes demon- 
strate the stenotic lumen of the bronchus and possibly 
even the lymph nodes causing the compression. Bron- 
chograms are quite helpful in establishing the diagnosis. 
The bronchial pattern may show the area of narrowing 
of the lumen or possibly obstruction of the lumen. The 
smaller branches usually present the appearance of tu- 
bular or saccular bronchiectasis or nonfilling, depending 
upon the degree of obstruction. 

Differential diagnosis.—The roentgenographic ap- 
pearance presents differential diagnostic problems which 
might not be resolved until after operative intervention 
and pathologic examination of the excised lobe. Middle 
lobe atelectasis may be simulated by interlobar pleural 
effusion. A right lateral decubitus film might assist in 
the differentiation. The bronchial filling as demonstrat- 
ed on bronchography should also be quite helpful in 
this instance. 

Malignant neoplasms might simulate very closely 
the appearance of a middle lobe syndrome as described 
above. The history of extreme chronicity encountered 
in the middle lobe syndrome is an important differen- 
tial point. The lack of the typical bronchographic find- 
ings of bronchiectasis should cause the investigator to 
be extremely suspicious of possible underlying malig- 
nant change. 

Cases have been reported in which typical roent- 
genographic findings of the middle lobe syndrome are 
seen, and subsequent examination reveals complete 
resolution of what was evidently nothing more than an 
acute pneumonitis. 

In the older age groups and possibly in children, 
another differential problem arises in the case of lipoid 
pneumonia. This process, which is secondary to inhala- 
tion of oils used as laxatives or vehicles for nose drops, 
most commonly occurs in the lower right lung field be- 
cause of the relatively straight course of the right main 
bronchus. Bronchoscopic examination will be of con- 
siderable assistance in establishing the diagnosis. 

Bronchoscopic findings.—Direct examination by 
bronchoscopy may yield indeterminate results. Fre- . 
quently, however, it is possible to observe inflammatory 
or cicatricial stenosis of the middle lobe bronchus. The 
actual impression of the involved lymph node is usually 
not seen. The orifice of the bronchus is sometimes not- 
ed to be slitlike. Pus is usually seen coming from the 
bronchus. 

Surgical findings.—At surgery, the middle lobe is 
found to be small and atelectatic. It is usually possible 
to demonstrate the actual site of compression on the 
bronchus along with the firm enlarged lymph node 
which is causing it. The significant node from the point 
of view of compression is frequently on the inferior 
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surface of the bronchus, although this is by no means 
a constant finding. 

Pathologic findings—On pathologic examination 
following surgical removal, the middle lobe is usually 
atelectatic with varying degrees of interstitial fibrosis, 
depending upon the duration of the process prior to 
operation. The bronchi usually demonstrate the charac- 
teristic changes of bronchiectasis, either tubular or sac- 
cular in type. Cicatricial stenosis is present at the site 
of lymph node compression either in the main bronchus 
or in its primary branches. Section and microscopic ex- 
amination of the offending lymph nodes usually show 
evidence of nonspecific lymphadenitis. 


Treatment 


The treatment of the middle lobe syndrome is mid- 
dle lobe lobectomy.’ The morbidity is quite low and 
the results of this surgical procedure in properly se- 
lected cases are quite gratifying. The demonstration of 
the irreversible changes of bronchiectasis is one of the 
prime criteria in considering removal of the lobe. 


Discussion and case reports 


This physiopathologic process has become recog- 
nized as a clinical entity only within the past decade. 
There are some who feel that all of the characteristics 
described above are not consistently present. This view 
holds that atelectasis of the: middle lobe with bronchiec- 
tasis and pneumonitis is nonspecific as to etiology, pa- 
thology, and clinical features, and that the classification 
“middle lobe syndrome” is not justifiable as an entity. 
This view, however, represents a minority of opinion. 
The volume of cases reported in the literature which 
present the appropriate diagnostic criteria and clinical 
features are sufficiently well documented. It is evident 
that Graham, Burford, and Mayer’ in their original 
work have provided a classification which is of definite 
value to the clinician from the standpoint of diagnosis 
and treatment of pulmonary disease. Following are two 
illustrative case reports typical of this process. 

Case 1.—A 25-year-old single woman was admitted 
for hospital care with the chief complaint of a chronic 
cough that had been progressive over a period of sev- 
eral years. For the 4 years before admission she had 
noted increasingly frequent and prolonged respiratory 
infections, often associated with chest pain, night 
sweats, and abundant purulent sputum. During this pe- 
riod she had experienced a weight loss of 30 pounds. 
Repeated sputum examinations had been negative for 
acid-fast bacilli on smear and culture. Bronchoscopy 
revealed inflammatory stenosis of the right middle lobe 
orifice. Lipiodol bronchograms demonstrated middle 
lobe atelectasis and extensive saccular bronchiectasis. 

On physical examination there was found to be 
slightly impaired resonance and some diminution in 
breath sounds over the lower right chest anteriorly with 
a few transient subcrepitant inspiratory rales. Results 
of laboratory studies were within normal limits. The 
maximum breathing capacity was 132 liters per minute. 

Right-sided thoracotomy was performed, at which 
time the middle lobe was found to be atelectatic and 
consolidated. Many hyperplastic lymph nodes were ob- 
served in the hilar area. The upper and lower lobes 
appeared normal. Lobectomy was performed. Study of 
the excised specimen revealed extensive bronchiectasis 
and organizing pneumonitis of the entire middle lobe. 
The patient’s recovery was uneventful. 

Case 2.—A 31-year-old woman was admitted to 
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hospital care with the following history : Her illness had 
begun 6 years previously with a moderately severe re- 
spiratory infection of unknown cause. This episode 
was associated with fever of 1 week’s duration. Fol- 
lowing this episode she had a persistent cough produc- 
tive of a small amount of sputum until 2 years later 
at which time she had another acute respiratory in- 
volvement with fever and prostration. Chronic produc- 
tive cough was persistent following this episode. A 
third acute episode similar to the previous two occurred 
2 years later. Following this, the chronic cough occa- 
sionally was productive of blood-streaked sputum. 

Physical examination revealed signs of atelectasis 
over the area of the middle lobe of the right lung. Lab- 
oratory examinations were essentially negative. Roent- 
genographic examination showed a typical picture of 
middle lobe atelectasis. Bronchograms demonstrated 
the middle lobe bronchus to be obstructed to such a 
degree that not even a small suction tip could be in- 
serted into the lumen. Biopsy of the mucosa of this 
area revealed only chronic inflammation. 

At operation a small, totally atelectatic middle lobe 
was found, the bronchus of which seemed to be com- 
pressed by a large firm lymph node lying on the inferior 
surface of the bronchus near its origin. Middle lobe 
lobectomy was performed and followed by uncompli- 
cated convalescence. The patient has remained well. 


Atelectasis 


In presenting the middle lobe syndrome, which 
produces atelectasis of the middle lobe, it seems in 
order to discuss briefly some of the significant factors 
of atelectasis as they apply to the lungs in general. 
Atelectasis by definition means incomplete expansion 
of all or a portion of a lung. Relative airlessness of the 
involved portion is a concomitant finding. In cases of 
atelectasis resulting from chronic bronchial obstruction, 
which is the most common cause, a rather typical chain 
of events is found, very similar to that which has al- 
ready been described in atelectasis of the middle lobe 
as part of the middle lobe syndrome. There is the same 
tendency to secondary infection because of impaired 
function of the bronchus with formation of chronic 
pneumonitis. As is the case in the middle lobe, obstruc- 
tion of any bronchus over a long period will result in 
irreversible bronchiectasis. Following is a resume of 
atelectasis by etiologic classification. Generally speak- 
ing, atelectasis is divided into three major types which 
are congenital, those caused by extrinsic compression 
of the lung, and those resulting from bronchial obstruc- 
tion, either extrinsic or intrinsic. 

Congenital atelectasis—Congenital atelectasis is a 
finding of the neonatal period which is more commonly 
seen in the premature infant. This condition is usually 
nothing more than incomplete expansion of all or vari- 
ous portions of the peripheral areas, either unilateral 
or bilateral. This is thought to result from bronchial 
occlusion by amniotic fluid which is incompletely ex- 
pelled from the bronchial tree. Aspiration of gastro- 
intestinal contents can also be a contributing factor. In 
the premature infant, incomplete development of the 
alveoli is probably the primary mechanism. 

The roentgenographic appearance may vary from 
extensive homogeneous opacities, usually seen in the 
premature infant, to disseminated mottled densities as 
seen in the mature infant. This type of involvement 
has no predilection for any, specific portion of the lung 
and, of course, presents no differential problem in con- 
nection with the middle lobe syndrome. 
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Ordinarily, these findings disappear spontaneously 
in the first 3 to 6 days of life. However, in the prema- 
ture infant it might be several weeks before complete 
aeration takes place. 

Compression atelectasis —The compression type of 
atelectasis is relatively rare and is not ordinarily con- 
sidered a significant problem. The mechanism depends 
upon compression of the peripheral lung structure with 
production of relative airlessness of the contiguous por- 
tion of lung. Etiologic factors may include pleural effu- 
sion, marked cardiac enlargement, large neoplasms, and 
marked elevation of the diaphragm as seen in ascites or 
subphrenic abcess. 

Another type of atelectasis which does not fit en- 
tirely within this classification is so-called plate atelecta- 
sis. This results in streaked or bandlike linear hori- 
zontal densities which are usually seen immediately 
superior to the right diaphragm. The mechanism seems 
to be impaired excursion of the diaphragm resulting in 
impaired aeration of the lower lung fields. This process 
is reversible and disappears when the cause of the dia- 
phragmatic restriction is removed. 

Obstructive atelectasis —Bronchial obstruction is 
by far the most common cause of atelectasis; it may 
be either extrinsic or intrinsic in origin. 

The most outstanding example of atelectasis due to 
extrinsic compression of a bronchus is seen in the mid- 
dle lobe syndrome which has already been described in 
detail. A very similar process may occur in other por- 
tions of the lung or from other causes, such as aneu- 
rysms, mediastinal neoplasms, or any of the malignant 
or benign involvements causing enlargement of the 
hilar lymphatics. 

Intrinsic bronchial obstruction caused by foreign 
bodies in the bronchus is a relatively common precursor 
of atelectasis. The foreign body is usually trapped in 
the right main bronchus or in the lower lobe bronchus. 
If the obstruction is complete, atelectasis is the result. 
In the event of incomplete obstruction, in which the 
object acts as a check valve, emphysema of the area of 
lung supplied by the bronchus will occur. Opaque for- 
eign bodies, of course, present little diagnostic difficulty ; 
however, in the case of nonopaque objects such as wood 
or peanuts, diagnosis must be based on the effects of 
the obstruction. Films exposed in inspiration and ex- 
piration and fluoroscopic examination may be extreme- 
ly helpful. 

Broncholithiasis is another consideration in bron- 
chial obstruction. It was formerly believed that bron- 
choliths originated within the bronchus ; however, most 
authorities now agree that they are actually calcified 
lymph nodes which have eroded into the bronchus. This 
mechanism is rather unusual except in relation to the 
middle lobe syndrome; this has already been discussed. 

Bronchial adenoma is an intrabronchial neoplasm 
which eventually results in bronchial obstruction and 
atelectasis. Since this growth usually occurs in the 
larger bronchus, the atelectasis is of a lobe or an entire 
lung. Although it is a benign neoplasm, it must be con- 
sidered potentially malignant. The most frequent oc- 
currence is in individuals younger than the cancer age 
group, who present a history of long chronicity and 
hemoptysis. In this respect the clinical picture and 
physiopathologic mechanism causing the roentgeno- 
graphic change is similar to that encountered in the 
middle lobe syndrome. When the bronchial adenoma 
occurs in the middle lobe, differential diagnosis will de- 
pend on bronchoscopic or surgical findings. ; 

Metastatic involvements of the larger bronchi suf- 
ficient to cause significant degrees of atelectasis are 
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quite rare. However, this possibility should be consid- 
ered in connection with carcinoma of the kidney, breast, 
or colon. 

Bronchogenic carcinoma is clinically the most im- 
portant cause of bronchial obstruction resulting in 
atelectasis. When the site is one of the larger bronchial 
branches, the roentgenographic appearance may simu- 
late atelectasis from the other causes described. A de- 
tailed discussion of bronchogenic carcinoma is not 
within the scope of this paper; however, it should be 
stressed that in patients who demonstrate evidence of 
bronchial obstruction such as emphysema or atelectasis 
(particularly those in the cancer age group), differen- 
tial diagnosis by roentgenographic appearance alone is 
not sufficiently accurate to justify a long period of 
watchful waiting, as has too frequently been the case. 


Summary and conclusions 


This has been a discussion of the clinical features 
and diagnosis of the middle lobe syndrome and its 
physiopathologic mechanism. 

I would emphasize the self-perpetuating charac- 
teristic of this process by means of the following dia- 
gram: 

Nonspecific inflammatory process 


Chronic pneumonitis —-——» Hilar lymphadenopathy 


Atelectasis bronchiectasis <—— Bronchial obstruction 


This is an illustration of the vicious circle that is 
established, in which pulmonary infection leads to 
adenopathy, which results eventually in secondary pul- 
monary infection, which maintains the lymphadenop- 
athy, and so on. 

There has also been a resume of the etiology and 
pathology of atelectasis in general. It becomes apparent 
that the basic mechanism involved in the middle lobe 
syndrome is atelectasis resulting from a specific type of 
bronchial obstruction which is uniquely applicable to 
the middle lobe of the right lung because of anatomic 
structure. Surgical removal of the middle lobe provides 


a cure. 
603 E 12th St. 


References 


1. Graham, E. A., Burford, T. H., and Mayer, J. H.: Middle lobe 
syndrome. Postgrad. Med. 4:29-34, July 1948. 

2. Vaughan, R. H.: Right middle lobe syndrome. J. M. A. Georgia 
46:207-208, May 1957. 

3. Joseph, M.: Middle lobe syndrome. M. J. Australia 1:434-435, 
March 17, 1956. 

4. Arkless, H. A., and Chodoff, R. J.: Middle lobe syndrome due to 
sarcoidosis. Dis. Chest 30:351-353, Sept. 1956. 

5. Abram, L. E., and Frankel, J. S.: Pneumonitis and atelectasis 
occurring in course of allergic disease. Ann. Allergy 14:360-364, July 
1956. 

6. Goss, C. M.: Gray’s Anatomy of human body. Ed. 26. Lea & 
Febiger, Philadelphia, 1954. 

7. de Lorimier, A. A., Moehring, H. G., and Hannan, J. R.: Clinical 
roentgenology; lungs and cardiovascular system emphasizing differential 
considerations. Charles C Thomas, Springfield, Ill., 1955, vol. 3. 

8. Rabin, C. B.: X-ray diagnosis of chest diseases., Williams & Wil- 
kins Co., Baltimore, 1952. 

9, Ritvo, M.: Chest x-ray diagnosis. Lea & Febiger, Philadelphia, 
1951. 

10. Caffey, J.: Pediatric x-ray diagnosis. Ed. 3. Year Book Pub- 
lishers, Chicago, 1956. 

11. Rubin, M.: Principles of surgical treatment, in Diseases of 
chest, by E. H. Rubin. W. B. Saunders Co., Philadelphia, 1947. 


Additional references 


Katz, S.: Middle lobe syndrome. GP 11:67, June 1955. 

Lindskog, G. E., and Spear, H. C.: Middle-lobe syndrome. New 
England J. Med. 253:489-495, Sept. 22, 1955. 

Rigler, L. G.: The chest. Ed. 2. Year Book Publishers, Chicago, 
954. 


557 


had | 
re- 
de 
ol- \ 
1C- 
te 
| 
n- 
1c- 
ed 
re 
1S 
D- 
2 
»f 
d 
2 
- 
i 
: 
4 
: 
fi 


OPEN 
METHOD ot 
BURN treatment 


LEONARD C. NAGEL, D.O., F.A.C.O.S. 


and 
WILLIAM L. SMITH, D.O.* 
Warrensville Heights, Ohio 


[| ORTHOPEDIC SURGEON is often called 
upon to treat extensive burns in the course of handling 
traumatic cases; in many instances, the burn becomes 
the main problem in such management. Burn treatment 
is a subject of ever-increasing importance; the present 
high incidence of burns among our civilian population 
needs no re-emphasis. 

For convenience, the treatment of burns may be 
arbitrarily divided into four phases: (1) general treat- 
ment of the burn patient; (2) local care of the burn 
wound; (3) early plastic care of granulating surfaces 
(in third-degree burns) ; and (4) late plastic repair of 
deformity. 

In this paper, only the first three of these phases 
will be discussed. The divisions are established merely 
for the sake of clarity ; the three phases should be man- 
aged concurrently and conjointly and, most important, 
preferably by the same surgeon. One phase of care is 
not complete without the others and even two of the 
three are not enough. Good local treatment without 
adequate general care may lead to a clean wound but a 
dead patient. Similarly, proper early care without 
prompt grafting of granulating surfaces is like per- 
forming a cholecystectomy and forgetting to close the 
abdominal wound. On the other hand, the late plastic 
correction of burn deformities and scars, once the 
granulating surface is healed, should often be delayed 
several months. It is usually not urgent and could be 
performed by another surgeon as a separate chapter in 
the care of any particular burn patient. 


General treatment of the 
burn patient 


Three complications are to be prevented when pos- 
sible and treated when present: burn shock, burn toxe- 
mia, and burn sepsis. In treating shock, the physician 
must be familiar with blood and electrolyte replacement. 
A rapid distributional shift of body fluids and electro- 
lytes occurs when a considerable area of the body is 
burned. Normally, the total circulating blood volume 
accounts for approximately 5 to 8 per cent of the body 
weight and the extracellular fluid accounts for an addi- 
tional 11 to 15 per cent.’? Intracellular fluid represents 


*Dr. Smith is a resident in the Department of Orthopedic Surgery, 
Brentwood Hospital, Cleveland, Ohio, of which Dr. Nagel is head. 
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another 40 per cent of body weight.’ After a burn, 
there is a rapid distributional shift of fluid into the tis- 
sue beneath the burn, becoming evident as clinical 
edema ; in addition, there is considerable loss by exudate 
from the burn surface. This fluid is obtained from the 
extracellular space elsewhere in the body and from the 
circulating blood. Loss of fluid from the blood causes 
hemoconcentration with rising hematocrit values, and 
a reduction in total circulating blood volume. Clinical 
shock results, and blood and plasma expander solutions 
are needed to restore blood volume to normal. 

The osmotic concentration of electrolytes is essen- 
tially the same in the burn edenia and exudate as in 
normal extracellular fluid and blood. Thus, if solutions 
of glucose in water are given, there is dilution of elec- 
trolytic components and water intoxication occurs. Iso- 
tonic electrolyte solutions are therefore needed in an 
amount exactly equal to the amount of fluid loss in 
burn edema and as exudate from the burn surface. 
Isotonic sodium chloride solution and glucose in such 
solution is effective for this purpose. 

In our experience, shock is best treated by the ad- 
ministration of blood and electrolyte solutions in ac- 
cordance with a modification of the Evans formula. In 
the first 24-hour period, an amount of isotonic sodium 
chloride solution is administered that is equal to the 
body weight in kilograms times the percentage of the 
body burn, using 50 per cent as the maximum figure 
for this calculation. For example, when a man weigh- 
ing 150 pounds (70 kg.) has a 40 per cent burn, he 
would receive 70 times 40 or 2,800 cc. of isotonic so- 
dium chloride solution. If he had a 70 per cent burn, 
he would receive 70 times 50, or 3,500 cc. An equiva- 
lent amount of plasma expander is also administered 
intravenously during the first 24 hours, half of it 
blood and the other half dextran or serum albumin. 
We feel that the best plasma expander is blood. How- 
ever, if this is not available, dextran or serum albumin 
serves nearly as well. Plasma can be used if it is free 
of the homologous serum jaundice hazard. The admin- 
istration of isotonic sodium chloride solution, dextran, 
and serum albumin is continued during the second 24- 
hour period, but in half the amounts used on the pre- 
ceding day. In addition, half-normal saline solution or 
half-normal solution of sodium bicarbonate, sodium 
citrate, and saline solution is also given orally to pa- 
tients who can tolerate an oral intake. 

A Foley catheter is inserted immediately, and intra- 
venous therapy is administered fast enough to keep the 
urinary output at approximately 50 cc. per hour. This 
is a fairly accurate reflection of the patient’s response 
to the treatment. In our burn cases, we have been using 
the “rule of nines” for computing electrolyte replace- 
ment.* According to this rule, the surface of the head 
and neck constitutes 9 per cent of the total body sur- 
face. The area of each upper extremity is 9 per cent 
and each leg is 18 per cent. The front of the trunk is 
18 per cent and the back of the trunk is 18 per cent. 
These total 99 per cent; the remaining 1 per cent is 
accounted for by the genitalia and perineum. This is a 
simple formula, easily remembered and reasonably ac- 
curate. 


Local care of the 


burn wound 
As stated previously, local care of the burn wound 
should be carefully correlated with the general manage- 


ment of the burn patient. Local care is difficult and 
requires meticulous technic; however, it might be said 


Journat A.O.A, 


tha 
is t 
edi 
thr 

acl 
gel 
fer 
| 
an 
ou 
hi 
th 
W 
n 
: 
1 
‘ 

| 


that more important than the treatment that is chosen 
ig the way it is applied. In reviewing the popular rem- 
edies of the past, they can generally be classified under 
three headings: : 

1. Tanning agents such as tannic acid spray, tannic 
acid jelly, tannic acid baths, tannic acid silver nitrate, 
gentian violet, gentian violet silver nitrate, triple dye, 
ferric chloride, brilliant green, and sulfadiazine spray. 

2. Washing methods such as saline baths, water 
baths, Bunyan envelopes, and saline dressings. 

3. Ointments such as vaseline gauze, scarlet red, 
and paraffin sprays, which may be applied with or with- 
out the use of sulfanilamides or pressure. 

We believe that the above-mentioned methods for 
local care, particularly those in the first section, are of 
historical interest only. Methods in sections two and 
three are still being used to a great extent; however, 
we feel that the open treatment or so-called exposure 
method of treatment has many advantages over the 
methods outlined above. These advantages can be stat- 
ed as follows: 

1. Accessibility of the burn area to the physician 
for treatment and observation. 

2. Prevention of offensive odors caused in the 
closed methods by the growth of Bacillus pyocyaneus 
under the bandages. This lack of offensive odors adds 
to the comfort of the patient and of the attending staff. 

3. Having the burned area accessible to the patient 
or his attendants for spraying with the aerosol anes- 
thetic preparation. This gives a psychologic advantage 
to the patient, who knows that something is always 
available to relieve pain as it presents itself. 

Local care in the exposure method consists of 
spraying the burned area with aerosol as soon as is 
feasible. The patient is placed on a sterile sheet with a 
cradle over the burned area and sprayed again with the 
aerosol preparation. An enzymatic ointment’ is then 
applied to the burned area and repeated every 24 hours 
as long as the physician thinks it necessary to debride 
the necrotic tissue. The ointment is removed every 24 
hours by washing the burned area with pHisoHex and 
saline solution. The enzymatic ointment is then imme- 
diately reapplied after spraying the area with the aero- 
sol anesthetic preparation. The spray is used quite 
often in the scrubbing procedure to alleviate any pain 
which results. It has not been found necessary, except 
on rare occasions, to use any other type of sedation. A 
can of aerosol spray is left within reach of the patient 
or his attendant at all times. 

Early removal of the burned eschar and the open 
treatment are the method of choice for treating severe 
burns, according to Artz and Reiss.* Their method 
differs from the previously outlined method in that they 
remove the eschar at orice and do extensive skin graft- 
ing. It is our feeling that early surgical intervention is 
unnecessary in many cases, and subjects the patient to 
additional shock and trauma which he often is not 
physically able to tolerate. Extensive debridement also 
may remove any areas of skin-forming elements which 
underlie the eschar and may be not recognizable in the 
early stages. These areas would be saved if the en- 
zymatic method of debridement were used ; this method, 
by being slower, gives an opportunity to observe exact- 
ly to what extent the skin-forming elements are left.* 

If an immediate debridement is done, and it is ex- 
tensive—let us say, on an individual who has 30 to 40 
per cent burn to the body—there is a problem of skin 
coverage. In many cases, it is hard to differentiate for 
a considerable period the areas of nonviable skin from 


Vor. 58, May 1959 


the viable. This was the case in the patient who will be 
discussed in this paper. Areas which on first appear- 
ance seemed to be nonviable, following the reduction 
of edema and improvement of the general and local 
condition of the patient, were found to be viable and 
required no grafting. 

With the enzymatic method of slow debridement 
and open treatment, it is not too important how much 
time passes in the course of treatment. If it is deemed 
necessary to interrupt the slower method of debride+ 
ment, this can be done; should surgical debridement be 
elected it is easier to differentiate viable from nonviable 
tissue after any period of enzymatic debridement. In 
the past, it was deemed advisable that if any skin graft- 
ing was to be done, it should seldom be postponed be- 
yond the twenty-eighth day. We do not believe that 
this dictum is now valid. We are interested primarily 
in a good granulating, healthy, clean surface; if this is 
present, chances for a successful skin graft will be 
greatly enhanced regardless of the time it takes to reach 
such a condition. 


Case report 


A 20-year-old boy was burned in a gasoline fire. 
He received first-degree burns on his face, second- 
degree burns on both hands and wrists, second-degree 
burns on both buttocks, and second- and third-degree 
circumferential burns on both legs from the gluteal 
folds to the ankles. 

Immediate treatment consisted of cleansing and the 
application of nitrofurazone-impregnated gauze to the 
hands and legs. The systemic reaction was treated 
with fluids and electrolytes according to a modified 
Evans formula calculated on burns of 35 per cent of 
the total body area. He was given tetanus-antitoxin, 
tetanus toxoid, and massive doses of antibiotics. His 
urinary output was adequately maintained at between 
50 and 100 cc. per hour. After the fourth day, he was 
placed on a high protein and vitamin diet by mouth and 
was given transfusions of whole blood along with plas- 
ma only at intervals as needed. 

On the third hospital day, all burns were cleansed 
and dressed with the patient under general anesthesia. 
Bandages were continued on the hands but were re- 
moved from the legs and the exposure method of treat- 
ment was started. 

The legs were placed on frequently changed sterile 


._sheets and were covered with sterile sheets draped over 


a large cradle. The legs were cleansed every second 
day with a sterile saline and soap solution. A heavy 
coagulum formed and was continued intact except for 
craks at the knees where motion was encouraged to 
combat intra-articular effusion. Ten days later, the pa- 
tient was again taken to surgery and the hands were 
redressed. The hands were healed except for small 
areas of deep split-thickness burns. These and the 
burns on the buttocks were healed by the thirtieth hos- 
pital day. 

At the time of the second surgical dressing, small 
areas of coagulum were freely removable from the legs 
over -areas of shallow second-degree burns. However, 
further removal of coagulum was not done as this 
would have required excision from the underlying 
structures. This was undesirable for two reasons: the 
great extent of immediate grafting that would need to 
follow such a surgical debridement, and the sacrifice of 
an unknown amount of deep second-degree burn areas 
and isolated islands of epithelium which would eventu- 
ally heal without split-thickness grafts. 
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Fig. 2 
Figs. | and 2. Granulating tissue preparatory to skin grafting. 


For these reasons, on the twenty-first hospital day, 
when the third-degree burns were still not clearly dem- 
onstrated, debridement of the eschar was started by 
using local applications of enzymatic ointment (Paren- 
zyme Ointment}). The areas of thick eschar were 
washed with cotton pledgets using pHisoHex and warm 
saline solution. Then, the enzymatic ointment was ap- 
plied. This procedure was repeated every 24 hours. 
An aerosol spray preparation for local analgesia was 
used before and during each application. Each day 
small areas of eschar were removed, care being taken 
not to remove any adjacent or underlying viable tissue. 

The use of sterile sheets was continued, these be- 
ing changed at least once and usually twice a day. Deep 
breathing exercises and exercises of the shoulder and 
trunk muscles at regular intervals each day were en- 
couraged by use of an overhead trapeze. Quadriceps 
exercises and flexion and extension of the knee and hip 
joints were done regularly under supervision. The legs 
were supported free from the bed with pillows under 
the buttocks and ankles or with pelvic sling and ankle 
slings that were attached to pulleys to allow for free 
movement. The use of these slings greatly facilitated 
the daily local treatment of the burns. With a rubber 
drain sheet under the lower extremities, they could be 
thoroughly rinsed and cleansed with sterile warm saline 
and pHisoHex. Gentle washing with cotton removed 
the debris formed by the proteolytic enzymes. Loose 
pieces of eschar were excised. Parenzyme Ointment 
was then reapplied lightly over the entire burn area. 


tThe Parenzyme Ointment used in the treatment of this case was 
supplied by the National Drug Company. 
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Fig. 3. Healed donor site on back. 


The cleansing procedure is the most time-consuming ele- 
ment of care and the most likely to cause discomfort to 
the patient; however, complete removal of debris be- 
fore reapplying the ointment is necessary for progres- 
sive removal of eschar. 

Despite the use of an anesthetic aerosol spray be- 
fore and during each procedure, it was found neces- 
sary to premedicate the patient, using meperidine and 
promethazine hydrochloride. The self-administration 
of Trilene by an inhalation mask was found to best aid 
the patient in cooperating during the daily removal and 
reapplication of the ointment. As the hidelike tough- 
ness of the eschar softened with treatment, sedation 
became less necessary and the aerosol spray became 
more effective. Following 17 days of this treatment, 
the legs were completely free of areas of adherent 
eschar and presented an excellent recipient bed for 
split-thickness skin graft (Figs. 1 and 2). There was no 
evidence of local infection and no offensive odors de- 


Fig. 4. Successful take of 95 per cent of split-thickness grafts. 
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Fig. 5. Condition of legs 9 months after grafting. 


veloped because at no time was there permitted a build- 
up of debris capable of promoting bacterial growth. 

This time of debridement revealed approximately 
284 square inches of third-degree burns that required 
skin grafts. This was an estimated 80 square inches 
less than the area that would have been surgically de- 
brided had that method been chosen 17 days earlier. 
Split-thickness grafts were applied to the left leg in 
two operations 12 days apart, and the right leg was 
grafted 11 days later in a single operation. Split-thick- 
ness skin grafts 0.018 inch thick were taken from the 
abdomen, back (Fig. 3), anterior chest, arm, and lateral 
aspects of both upper thighs. Nitrofurazone-impreg- 
nated gauze was applied postoperatively to donor and 
grafted areas and covered with soft abdominal dressings 
and wrapped with Kerlex bandages. The legs were 
splinted. The left leg was redressed at the time of the 
second and third grafting operations and the right leg 
was redressed 12 days postoperatively. There was a 
95 per cent successful take of the split-thickness skin 
grafts (Fig. 4). 

The legs were treated by the open method follow- 
ing the redressings. Seventeen days after the last op- 


> The medical profession’s awareness of the preventive 
aspects of chronic illness is just coming of age. Much 
has already been written and said about this subject; 
many committees and public health agencies have pressed 
home salient points; and the current state of our knowl- 
edge in the field has been treated comprehensively in the 
volume, Prevention of Chronic Illness, issued in 1957 by 
the Commission on Chronic Illness. The impetus of past 
efforts now finds expression in the general acceptance 
of the belief that chronic disease represents the most im- 
portant problem facing medicine today and in major 
breakthroughs in the primary or secondary prevention of 
certain long-term diseases. (In primary prevention, the 
occurrence of a disease is averted; in secondary preven- 
tion, the progression of a disease from its early, unrecog- 
nized stage to a more severe stage is halted.) 

In discussing chronic diseases with physicians and 
medical students we find there is a common tendency to 
consider as chronic only those long-term diseases not yet 
subject to specific treatment or to primary or secondary 
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Progress in control of chronic disease 


eration, the patient was walking with the assistance of 
crutches. Ace compression bandages were applied to 
the grafted areas for walking. The patient was dis- 
charged at that time and was seen for 5 weeks, every 3 
to 4 days, as an outpatient. As a final result, flexion 
and extension were not inhibited and the patient was 
able to remain on his feet for several hours with no 
discomfort. 

. Figure 5 shows the condition of the legs nine 
months after grafting. 


Summary and conclusions 


The reasons for using this regimen are: 

1. Immediate diminution in the amount of pain, 
minimizing or delaying onset of shock 

2. Reduced hospital stay for the patient 

3. Reduction in the amount of sedation necessary 
for the relief of pain 

4. Elimination, in many cases, of the necessity of 
surgical removal of necrotic tissue by employment of a 
chemical debridement 

5.. Minimization of the amount of scarring 

6. Appreciable lessening of the necessity for skin 

raft 

. 7. Freedom from secondary reaction to the two 
special products mentioned in this article 

8. Appreciable lessening of the danger of second- 
ary infection after severe burn 

9. Elimination of offensive odors resulting from 
growth of Bacillus pyocyaneus under the bandages. 

10. Early formation of good viable tissue without 
the interference of the eschar and later of pyocyaneus 
bacteria that grow under the eschar. 


Brentwood Hospital 
4110 Warrensville Center Rd. 
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prevention. This attitude naturally fosters a pessimistic 
outlook. 


Man’s memory can be short and the physician is not 
exempt from this frailty. In the field of acute diseases, 
our students have to be reminded that in New York City 
alone there were 166 deaths from yellow fever in 1822, 
5,071 deaths from cholera in 1849, and 552 deaths from 
typhoid fever in 1911. 


The physician’s memory of the advances in preven- 
tion and control of some long-term illnesses is beclouded 
and often dominated by our present inadequacies rather 
than by our past accomplishments. Unwittingly, he gives 
too little thought to the chronic diseases which are now 
preventable or controllable. These diseases represent sci- 
entific battles already won even though the strategy and 
tactics of the clinician and the public health officer are 
still required to implement the measures for their control. 
—David Seegal, M.D., and Arthur R. Wertheim, M.D., 
Public Health Reports, November 1958. 
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Cardiac kK AILURE in the 
DIGITALIZED patient 


DAVID W. BOONE, D.O. 


Kirksville, Missouri 


canis HEART failure in the patient on 
digitalis therapy occurs not infrequently and may pre- 
sent a problem in diagnosis and management. In the 
literature, specific clinical conditions which may pre- 
cipitate heart failure in the patient on digitalis therapy 
are well documented and discussed.1 Nevertheless, when 
this problem arises there is considerable confusion and 
often much difficulty in determining the underlying 
causes. 

Much emphasis is being placed on the factors of 
excessive exertion and lack of proper sodium restric- 
tion as two consistent and important factors causing 
nonresponse to digitalis after a satisfactory control 
for varying periods. This represents one part of the 
problem, that is, decompensation in the patient who has 
been adequately controlled. 

The second part of this question involves those pa- 
tients who develop acute heart failure and do not im- 
prove after emergency doses of digitalis are adminis- 
tered. It would seem that this difficulty occurs more 
often than is generally realized, not only in the expe- 
rience of the cardiologist but also that of the general 
practitioner, who many times is the first to encounter 
this situation. Usually, the first attempt to resolve the 
difficulty is the further administration of digitalis. This 
may be effective only if there is an insufficient blood 
level of digitalis (insufficient dosage) or malabsorption 
from the intestinal tract. In a majority of cases, how- 
ever, neither of these factors is responsible for the 
failure, and, indeed, in some cases, more harm than 
good may result from such treatment. Additional 
amounts of digitalis may produce undesirable ventricu- 
lar arrhythmias or varying degrees of atrioventricular 
block ; however, complete atrioventricular block was in- 
frequent in the cases reported in this paper. At times 
sinus tachycardia may follow increased dosage, espe- 
cially in the patient with arteriosclerotic heart disease 
or inflammatory myocarditis. An increase in the heart 
rate may also result from the development of frequent 
ventricular premature beats, and occasionally auricular 
fibrillation may develop. 

Certainly caution must be exercised when in- 
creased amounts of digitalis are given to the patient 
with coronary disease suffering myocardial infarction, 
because the drug can produce subendocardial injury.’ 
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A study of 42 cases 


This leads to one of the major problems of clinical car- 
diology: Is digitalis indicated for the patient suffering 
acute myocardial infarction complicated by congestive 
heart failure? There are seemingly convincing argu- 
ments for the use of digitalis under these circum- 
stances ;' nevertheless, in our clinic we have seen on 
occasion what appeared to be a worsening of the pa- 
tient’s condition after this therapy. 

It appears that digitalis has some effect in decreas- 
ing the concentration of potassium in the cardiac cells. 
The fact that a low cellular potassium level exists as a 
positive factor when digitalis is of no consequence is 
demonstrated by improvement following the adminis- 
tration of potassium, even though the blood levels of 
potassium may be within normal limits on repeated 
occasions. The value of potassium is well known in the 
treatment of ventricular arrhythmias secondary to digi- 
talis toxicity. 

These observations in the literature and in our 
clinic led us to use potassium and digitalis together in 
many cases of acute failure. The use of potassium in 
this manner seems to decrease the degree of ventricular 
arrhythmia that may occur from the effect of digitalis 
on acutely injured cardiac tissue; however, potassium 
has less influence on the ventricular arrhythmias sec- 
ondary to injured muscle itself. From these observa- 
tions, potassium combined with digitalis seems an im- 
portant consideration in those patients who fail to re- 
spond to digitalis alone under the circumstances of 
acute congestive heart failure following myocardial in- 
farction. The discussion of potassium in this regard 
has appeared prominently in the literature in recent 
years, but there seems to be some question as to when 
it should be given. 

When 20 to 40 mEq. of potassium chloride in 150 
cc. of 5 per cent dextrose and water is given 24 hours 
before digitalis, the digitalis seems to be somewhat 
more effective, but, usually the urgency of the situation 
does not allow this length of time. Nevertheless, the 
effectiveness of potassium seems only slightly less when 
given simultaneously with digitalis, 20 to 30 mEq. of 
potassium chloride with 0.8 mg. of Lanoside C (in 150 
cc. of 5 per cent dextrose in water by slow intravenous 
drip). The clinical effectiveness of potassium in this 
role is judged by the degree of response to digitalis, 
when previous therapy had failed, and by the infre- 
quency of premature ventricular beats. 

Indeed, in certain cases it would seem best to with- 
hold digitalis until other measures have been employed, 
such as sodium and water excretion, morphine, oxygen, 
and diuretics; however, as mentioned before, this is a 
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matter of important clinical judgment. Of course, blood 
pressure control above 100 systolic is to be emphasized, 
but only rarely does a patient develop a shocklike state 
with associated symptoms of congestive heart failure. 
Sodium excretion seems preferable if there is time to 
carry this out satisfactorily. This is more likely in a 
patient showing gradual decompensation. 

Since cardiac failure in the digitalized patient 
poses an intriguing problem in any event, a series of 
patients in this category has been studied in the attempt 
to determine whether a common or consistent etiologic 
factor was present and what forms of therapy seemed 
most effective. 


Method and materials 


The cases of 42 patients admitted to the Kirksville 
Osteopathic Hospital with obvious congestive heart 
failure and a history of prolonged digitalis therapy 
have been reviewed. The patients were questioned in 
regard to the duration of the digitalis therapy, the 
dosage, and method of administration. A dietary his- 
tory was also obtained, especially concerning the use of 
sodium-containing foods. The usual physical examina- 
tion was carried out, a twelve-lead electrocardiogram 
was obtained, and blood levels of potassium, sodium, 
and carbon dioxide capacity were determined. Determi- 
nations of blood sugar and nonprotein nitrogen and a 
chest x-ray completed the initial examinations. 

On admission to the hospital, inadequate digitalis 
dosage was considered first, since this was always 
thought of as the underlying factor. Electrocardio- 
grams were helpful in this respect. If the P-R inter- 
val was somewhat prolonged with a decrease in the 
mean value of the Q-T interval associated with a nega- 
tive RS-T segment with upward concavity, digitalis 
effect was suggested; nevertheless, there were cases 
with similar morphology secondary to arteriosclerotic 
heart disease. 

To further differentiate causal factors, 17 patients 
were given intravenous Lanoside C, 0.8 to 1.6 mg., in 
order to determine whether sufficient digitalis had been 
given and absorption had been adequate from the in- 
testinal tract. Following this procedure there was no 
significant improvement in 15 cases, indicating that in- 
adequate dosage and malabsorption were not prominent 
factors. Of the 15 cases, 2 were suggestive but not 
conclusive that one of these factors may have existed. 
None of the group experienced digitalis toxicity, even 
though intravenous digitalis is supposedly contraindi- 
cated if oral digitalis has been used within 2 weeks 
prior to the intravenous use. Several patients, however, 
experienced an increased heart rate as a result of sinus 
tachycardia or premature ventricular beats. 

In the 2 cases in which improvement was noted, 
potassium was given in conjunction with the digitalis, 
as previously described, and it was thought that this 
may have potentiated the action of the digitalis, or a 
low cellular level of potassium may have been present 
before the treatment. 

Of the remaining patients in this group, 13 were 
withdrawn from digitalis and 12 were continued on 
their usual dosage. Among the 13 patients there were 
definite clinical and electrocardiographic symptoms of 
digitalis intoxication in 5, and in the remaining 8 it 
was thought there would be no value in continuing or 
increasing digitalis therapy. 

Finally, evaluation of the dietary histories of this 
group indicated that none of these patients actually had 
followed a true sodium-restricted diet. 
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Discussion 


The types of heart disease in this group were 
mainly hypertensive and coronary; however, the fac- 
tors precipitating decompensation were of chief interest 
for the purposes of this study. 

The fact that none of these patients followed 
proper sudium restriction cannot be emphasized too 
greatly. It would seem that all too little significance 
was placed on this factor in the long-term management 
of these patients. 

It was observed recently (during postgraduate 
study at the National Institute of Cardiology, Mexico 
City, January 1959) that the production of sodium ex- 
cretion and water loss by restricted sodium diet and 
forced water intake (3,000 to 3,500 cc. daily) resulted 
in a marked improvement in those patients undergoing 
failure during conventional management. Excess so- 
dium loss was not frequently encountered in these pa- 
tients, especially if kidney function was reasonably nor- 
mal. Many patients were given ammonium chloride, 6 
tablets daily (7.5 grains), with Diamox, 250 mg. twice 
a day for 3 to 4 days, in addition to the above proce- 
dures, even though blood sodium levels were 130 and 
132 mEq. per liter. After 3 or 4 days the blood sodium 
was increased, and apparently in these cases water was 
lost in excess of sodium. This was associated with con- 
siderable clinical improvement. 

Consequently the majority of the group of 42 pa- 
tients were treated with a 0.2 to 0.4 gram sodium diet, 
and large amounts of water were urged. It was sur- 
prising to note the degree of improvement with this 
treatment in conjunction with controlled bed rest. As- 
suredly, there were various other precipitating causes, 
such as hypovolemia, pulmonary inflammatory disease, 
embolic disturbance, and hypertension, but in many in- 
stances sodium and water retention within the tissues 
was considered as the basis for the occurrence of the 
cardiac failure. 

In most instances mecurial diuretics had been 
used; other diuretics were less commonly employed. 
Many patients gave a history of a good initial response 
to this type of diuretic, and although low blood chloride 
level is usually considered the reason for eventual re- 
fractoriness, hypochloremia was an uncommon finding 
in this group, again suggesting that unrestricted sodium 
ingestion may have been the reason for a noneffective 
diuretic therapy. 

This possibility was suggested by the fact that 
diuretic therapy was satisfactory following adequate 
sodium restriction. Although Thiomerin was used in- 
stead of the mercurials, it is doubtful that this pro- 
duced significant differences in the effectiveness of 
these drugs. 

Recently ammonium chloride, Diamox, and Deca- 
dron have been used in addition to the low sodium diet 
and high water intake. A history of unrestricted so- 
dium intake was considered the primary indication for 
the above described therapy, and not necessarily the 
presence of edema, especially if the patient was over- 
weight. 

In the series of 42 cases reviewed here, uncon- 
trolled hypertension was a prominent factor in 9 and 
most likely was again related to an unrestricted so- 
dium intake. Hypovolemia was found to varying de- 
grees in 12 cases, indicating the possibility of malab- 


' sorption of iron secondary to chronic congestion of the 


mucosa of the upper gastrointestinal tract. In these 
cases improvement was associated with administration 
of erythrocytes combined with the above therapy, sug- 
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gesting that extracellular edema and absolute decrease 
in erythrocyte mass were combined. 

This work seemed to be related to the work of 
DePetris,* who found significant degrees of hypo- 
volemia predominantly due to erythrocyte deficit in 
patients with obstinate congestive failure. Upon ad- 
ministration of small transfusions of packed erythro- 
cytes, clinical improvement was established. DePetris’ 
advocacy of the use of the Evans blue dye test to 
determine hypovolemia led to the use of the same pro- 
cedure for evaluation in the series reported here. The 
5 patients with digitalis intoxication responded satis- 
factorily to withdrawal of this drug along with intra- 
venous potassium therapy in daily doses of 20 to 30 
mEq. in 150 cc. of 5 per cent dextrose and water by 
slow intravenous drip. This was given for 1 to 3 days 
depending on the clinical response. It was seldom nec- 
essary to repeat this beyond the third day. The im- 
provement was related primarily to correction of ven- 
tricular arrhythmias. 

Cor pulmonale was present in 2 patients. These 
patients responded very well to sodium and water ex- 
cretion with intermittent positive-pressure oxygen util- 
izing Isuprel and Alevaire in a nebulized solution. In 
the entire group there were only 2 cases of inadequate 
digitalization. This seemed to confirm the usual expe- 
rience in a study of this type, indicating that incomplete 
digitalis therapy is a relatively uncommon cause of con- 
tinuous heart failure. 

Renal insufficiency was seen in 2 patients, both of 
whom died. This abnormality associated with heart 
failure is recognized as indicating a very guarded prog- 
nosis, and certainly a therapeutic approach intended to 
produce sodium and water loss is indeed obstructed 
under these circumstances. 

Significant electrolyte disturbances occurred in 
only 2 cases, although dilutional hyponatremia or vary- 
ing degrees of elevated blood sodium were common— 
and were expected. One patient had hypochloremic 
alkalosis, the other experienced a true low sodium syn- 
drome ; that is, severe loss of water and sodium result- 
ing in an absolute decrease in body sodium, ending in 
death. However, in the first case a gratifying response 
occurred after the administration of ammonium chloride 
and subsequent mercurial diuretic therapy. 

One woman with advanced coronary insufficiency 
continued in persistent failure on digitalis until sodium 
restriction was satisfactory and 12 to 15 glasses of 
water were taken daily ; however, this was only possible 
during the patient’s hospitalization as she apparently 
refused to adjust herself to this regimen while at home. 
An interesting feature of this case arose from the 
symptoms of angina pectoris, since usually when con- 
gestive heart failure develops angina is very uncom- 
mon, as is infarction. Acute failure may occur, how- 
ever, secondary to infarction itself. 

Conversion of auricular fibrillation to a normal 
sinus rhythm seemed to aid compensation in one case; 
however, we felt that sodium and water excretion was 
an important factor. 

Secondary pneumonitis superimposed upon pulmo- 
nary edema seemed to be a major factor in 1 case and 
was evident to varying degrees in 5 additional cases. 
Of course, in these cases antibiotic therapy was help- 
ful; still, the reduction of the pulmonary edema was 
felt to be of greater importance. 

Six patients had rheumatic heart disease, charac- 
terized in 1 case by acute pancarditis; another had 
mitral stenosis, and a third had pericarditis. In cases 
associated with a severe inflammatory reaction, steroid 
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and salicylate therapy was of first importance. Sodium 
and water excretion, however, was considered to have 
some importance also. 

There was 1 case each of hyperthyroidism, pulmo- 
nary embolism, calcific aortic stenosis, overdosage of 
histamine in a desensitizing procedure, pleural effusion, 
and cerebral embolism. 

Finally, 1 patient in this group apparently devel- 
oped a true refractory heart failure secondary to se- 
vere atherosclerotic myocardial disease with subendo- 
cardial sclerosis and dilatation plus thinning of the free 
wall of the left ventricle. This was considered a true 
refractory failure because there was apparently no 
other demonstrable factor to account for this patient’s 
inability to improve. 

The occurrence of this case was thought to be of 
some significance because this seemed the only case in 
which the heart was incapable of further function inde- 
pendent of other factors which may have resulted in 
increased demands upon its capacity. In the large ma- 
jority of these cases the heart regained its capacity for 
satisfactory function when other influences responsible 
for dysfunction were eliminated. Hyperthyroidism was 
not a prominent cause of failure in this group although 
certainly this should be considered in any case in this 
classification. 

Seven patients died; arterial occlusive diseases 
were considered the cause of death in 5. 

Mechanical factors, such as hypertension of the 
greater and lesser circulation, aortic and mitral stenotic 
lesions, and pleural effusion, were considered the pre- 
disposing causes of failure in 15 patients, but most of 
these compensated with proper sodium and water ex- 
cretion. When this was carried out many patients with 
hypertension experienced satisfactory decline in their 
blood pressure levels; especially important was the re- 
duction of the diastolic blood pressure. 

While the predisposing and precipitating mech- 
anisms in these cases were significant, the consistent 
and associated feature of sodium and water retention 
should be re-emphasized. There was evidence of this 
even though digitalis and diuretic therapy had been 
carried out and salt avoidance had been advised. In 
some of these cases edema was not marked and the 
blood levels of sodium were not elevated. Nevertheless, 
these patients seemed to respond as well to sodium and 
water excretion therapy as did those with more promi- 
nent symptoms. 

During the treatment of these patients we were 
impressed with the more apparent precipitating causes, 
that is, the compressive effects of pleural effusion, se- 
vere anemia, and diastolic hypertension. While the 
manifestations of sodium and water retention seemed 
at times somewhat more subtle, the results of therapy 
aimed at the correction of this difficulty were nonethe- 
less remarkable, especially in cases of arteriosclerotic 
heart disease, hypertensive heart disease, and cor pul- 
monale, 


The fundamental reason that heart failure de- 
veloped in these people seemed to be the increased de- 
mand of the peripheral tissues on the heart to supply 
them with larger amounts of blood. Increased metab- 
olism secondary to such conditions as fever, anemia, 
and hyperthyroidism is usually considered the basic 
cause of this demand ; however, sodium retention in the 
tissues is an equally important factor and certainly 
should be thought of when none of the above can be 
demonstrated. This is especially true if a patient has 
not followed proper sodium restriction. Many of these 
patients denied the use of salt, but close questioning 
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disclosed that the use of foods and beverages containing 
excessive amounts of sodium was common (for exam- 
ple, eggs, milk, bread, celery, bacon, sausage, ham, soft 
drinks, and beer). 

Finally, excellent clinical results in refractory 
heart failure have been noted when steroid therapy 
(Decadron) was added to ammonium chloride and 
Diamox in conjunction with forced water intake and 
sodium restriction, but the effectiveness of this therapy 
may be negated if hard water (water with a heavy con- 
centration of sodium and calcium) is used. 


Conclusion 


From -this study it would seem that an effective 
method of treating a refractory heart failure may be 
carried out by the use of high water intake and con- 
trolled sodium restriction (0.2 to 0.4 gram daily). 
Those patients with mechanical factors as predisposing 
causes (hypertensive heart disease, cor pulmonale, and 
valvular stenosis) seemed to respond as satisfactorily 
as did others. Hypovolemia and pneumonitis su- 
perimposed upon varying degrees of pulmonary edema 
were found not infrequently. Hyperthyroidism was 
not a common finding; however, this may have been 
coincidental. 

Of the 7 deaths, pulmonary, cerebral, and periph- 
eral arterial occlusive disease were considered the 
causes in 3 cases. Associated renal failure accounted 
for 2, and 2 patients died suddenly from unknown 


causes. Myocardial infarction was suspected, but since 
this is relatively uncommon in congestive heart failure 
e was thought that pulmonary embolism was more 
ikely. 

Incomplete digitalization was an uncommon pre- 
cipitating factor in heart failure, occurring in only 2 
cases, which suggested that increased doses of digitalis 
are usually of no avail. 


Summary 


The cases of 42 patients with congestive heart 
failure who had received digitalis for prolonged periods 
have been reviewed. The reasons for the recurrences 
of failure were studied. Uncontrolled sodium intake 
appeared to be an important factor in all cases. This 
was considered of less importance only in those cases 
characterized by inflammatory heart disease ; however, 
in these cases the sodium factor could not be ignored. 

Thirty-five patients recovered, suggesting the im- 
portance of correcting extracardiac factors and asso- 


ciated sodium retention. 
612 W. Jefferson St. 
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AVULSION FRACTURES* 


CHARLES HAWES, D.O. 


Dallas, Texas 


Ax AVULSION FRACTURE by definition is an 
indirect fracture caused by avulsion, the tearing away 
of a structure as a result of a muscle pull.t The exact 
cause of such a fracture may be primarily a traumatic 
involvement, but also an involvement secondary to an 
underlying bone condition such as osteochondrosis. For 
the purpose of uniformity and simplicity the avulsion 
fracture is considered here to be the result of a primary 
traumatic involvement. 

In making a diagnosis, avulsion fractures, or chip 
fractures as they are sometimes called, must be differ- 
entiated from tenonosis and accessory centers of ossi- 
fication as seen on roentgenograms. Ferguson? describes 
tenonosis as a condition marked by swelling, hemor- 
rhage, and degenerative changes in a tendon near its 
attachment, resulting from the stress of rapid growth 
during adolescence. Irregular ossification may develop 
in the underlying bone, and when the lesion subsides 
there may be calcification in the area; however, the ab- 
sence of a fracture line should readily differentiate this 
condition from avulsion fracture. Accessory centers of 
ossification have trabeculations outlined, have a smooth 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Boston, Massachusetts, October 28. 1958. 
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cortex, show no evidence of a fracture line, and may be 
found coincidentally to trauma. 

The symptoms accompanying avulsion fractures 
are pain following muscular exertion, tenderness at the 
site of involvement, local swelling, ecchymosis, and 
roentgenographic evidence of a chip fracture. The more 
common sites of avulsion fractures are: 

. Medial epicondyle of the humerus 

. Distal phalanx of the ring or middle finger 
. The ankle 

. Greater tuberosity of the humerus 

. Tubercle of the fifth metatarsal bone 

. Ischial apophysis 

. Anterior superior spine of the ilium 

. Tibia tubercle. 

Regardless of the site of involvement, the criteria 
for the method of treatment are based on the size of 
the avulsed fragment and the degree or amount of dis- 
placement. Small fragments, 2 mm. or less, will usually 
be absorbed and are of minor concern; treatment is 
directed to the torn ligament or muscle attachment in- 
volved. Every avulsion fracture is accompanied by 
ligamentous, periosteal, or muscle-attachment injury, 

Three degrees of avulsion injuries are recognized : 

1. First—chip fracture with no displacement 

2. Second—chip fracture with minimal displace- 

ment 

3. Third—chip fracture with marked displacement. 

The first and’second“degree injuries are treated by 
the conservative, or closed reduction, method, and even 
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though osseous union does not always occur, the dense 
fibrous attachment of the avulsed fragment to the par- 
ent bone is sufficient to allow normal function, and the 
patient becomes asymptomatic. When the avulsed frag- 
ment is large and markedly displaced, the treatment 
consists of surgical repair, by approximating the 


In the absence of prompt diagnosis and 
appropriate treatment, avulsion fractures 


can lead to permanent disability 


avulsed fragment to the parent bone, or by excising the 
fragment and repairing the torn ligaments and muscle 
attachments at the site of injury. Whether the avulsed 
fragment is approximated or removed depends on the 
difficulty encountered in approximating the fragment 
and the effectiveness of the internal fixation procedure. 
Every avulsion fracture managed by closed reduction 
is usually accompanied by extensive postoperative fibro- 
sis, which in many instances is disabling to the patient 
and perplexing to the attending surgeon. Whether the 
injury is treated by open or closed reduction, the ex- 
tremity involved should be immobilized in a position 


that will minimize strain at the site of avulsion. 


Specific types of injury 


Medial epicond ylar humeral avulsion—This injury 
occurs where the forearm flexor muscles attach to the 
humerus, and usually is seen in teen-age boys. Caution 
must be exercised with regard to ulnar nerve involve- 
ment, which may be present initially or may occur as 
a result of extensive callus formation or fibrous tissue 
infiltration at the site of injury. When the nerve is in- 
volved, surgical intervention is recommended, and the 
nerve is transplanted anteriorly to the medial epicondyle 


of the humerus. 


After the reapproximation of the avulsed fragment 
the elbow is immobilized in a position of flexion for 
about 4 weeks. The carrying angle of the elbow should 
be preserved by proper alignment and protected with 
the immobilizing device. Postoperative care should in- 
clude active motion and exercise, but never forced pas- 
sive motion, exercises, or carrying of weighted objects. 

Mallet finger avulsions—The so-called baseball 
finger results from trauma usually to the distal end of 
the middle or ring finger causing an avulsion of the 
exterior tendon and a dorsal chip fracture at the proxi- 


mal end of the distal phalanx of the involved finger. 


Unless proper treatment is instituted a persistent 
flexion deformity results which becomes a nuisance to 
the patient. If reduction by the closed method is not 
satisfactory, then surgical repair is indicated. The 
finger should be immobilized with the middle inter- 
phalangeal joint at a 90-degree angle and the distal in- 
terphalangeal joint in extreme hyperextension. This 
position is to be maintained 4 weeks, with active mobili- 


zation of the other joints of the hand. 


Avulsion injuries about the ankle-—Whether the 
ankle is injured by forced abduction or adduction, the 
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chief concern with such an injury is preservation of 
the ankle mortise and protection of the torn ligaments 
until healing occurs. If the fragment from a lateral 
malleolus is from 4 mm. to approximately half the size 
of the malleolus, surgical excision of the fragment and 
repair of the ligaments afford the best results. 

A lateral malleolus is not excised if the fragment 
is larger than half the malleolus because such treatment 
makes the ankle joint unstable. If a large fragment 
cannot: be accurately approximated by closed reduction, 
then internal reduction and accurate approximation of 
the fragment to the parent bone are carried out with in- 
ternal immobilization with a pin or screw. 

Bilateral malleolar fractures are treated by internal 
fixation for preservation of the ankle mortise if there 
is displacement of the fragments and good alignment 
by closed reduction is impossible. 

Avulsion of greater tuberosity of the humerus.— 
If the avulsed greater tuberosity can be accurately 
aligned by placing the involved extremity in a position 
of abduction with the “salute position’ being main- 
tained for 4 weeks, results are usually satisfactory. If 
accurate approximation cannot be obtained and main- 
tained, then surgical repair by pegging, nailing, or wir- 
ing is advisable. In cases where internal fixation is 
necessary there has usually been an avulsion of the 
capsular ligament and glenoid ligament from the ante- 
rior-inferior aspect of the scapular neck. This factor 
is probably the cause of habitual dislocation of the 
shoulder and chronic shoulder disability following avul- 
sion injuries. 

Avulsion of the styloid process or tubercle of the 
fifth metatarsal bone-—When there is plantar displace- 
ment of the avulsed fragment, surgical excision is 
necessary with reattachment of the peroneus brevis 
tendon to prevent painful callous and metatarsal weight- 
bearing difficulties. With good positioning by closed 
reduction, the foot is incorporated in a molded plaster 
boot for 6 to 8 weeks. Early weight-bearing has re- 
sulted in extensive callus formation at the site of injury 
with resulting pain on ambulation, so gradual weight- 
bearing is advisable. 

Avulsion of the ischial apophysis.—Experience 
with management of this type of injury reveals that 
unreduced avulsion fractures of the ischial spine result 
in fibrous union and cause pain upon exertion and un- 
comfortable sitting for the patient. Since closed reduc- 
tion is almost impossible, treatment consists of excision 
of the small fragments and reduction and internal fix- 
ation of large avulsed fragments. Following the opera- 
tive procedure the patient is kept at bed rest for 3 
weeks, then allowed to return gradually to normal 
activity. 

Avulsion of the anterior superior spine of the 
ilium.—Since the avulsed fragment usually is not 
grossly displaced, closed reduction and treatment by 
immobilization is satisfactory. The immobilization po- 
sition is flexion of the involved thigh on the trunk to 
90 degrees with the extremity in slight abduction. A 
spica cast best maintains this position and is used for 3 
to 4 weeks during which the patient may walk with 
the aid of crutches. ; 

Avulsion of the tibial tubercle—This avulsion 
fracture usually accompanies Osgood-Schlatter disease, 
and immobilization of the involved extremity in a 
straight-leg position is usually adequate. If the displace- 
ment is great and rupture of the patellar ligament evi- 
dent or suspected, open reduction and internal fixation 
of the fragment affords a better end result than if the 
fragment is allowed to unite by fibrous union. 
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Summary 


Avulsion or “chip” fractures are accompanied by 
injury to ligaments, periosteum, or muscle attachments. 
If the chipped fragment is small and only slightly dis- 
placed, the injury is treated by closed reduction. When 
the fragment is large and markedly displaced, surgical 
repair is necessary ; the specific procedures vary accord- 
ing to site and extent of the injury. Whether the frac- 
ture is treated by closed or open reduction, the extremity 
involved should be immobilized in a position of mini- 
mum strain. In some cases, as for example when the 
elbow is involved, care must be taken to see that nerves 
are not injured. 

In the absence of prompt diagnosis and appropri- 
ate treatment, avulsion fractures and attendant damage 
to ligaments can lead to permanent deformity and dis- 
ability. 

1711 N. Garrett Ave. 
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Discussion 


EuGeNE C. HeErzoc, Jr., D.O., Flint, Michigan: 
From a purely functional aspect, avulsion fractures 
may be considered more as injuries to the ligaments 
and tendons than as violations of the osseous frame- 
work of the body. Dr. Hawes has emphasized the im- 
portance of treatment of associated soft tissue trauma ; 
it bears re-emphasis. 

Relatively insignificant avulsions of the base of the 
fifth metatarsal bone are frequently accompanied by 
severe sprain of the anterior tibiofibular and lateral 
collateral ligaments of the ankle. Minute avulsions of 
the proximal fibula nearly always signify major damage 
to the stability of the knee joint, and perhaps traction 
injury to the peroneal nerve as well. Violence suf- 
ficient to avulse the greater tuberosity from the hu- 
merus must of necessity involve other components of 
the rotator cuff. Dr. Hawes mentions the possibility 
of recurrent dislocation of the shoulder following these 
injuries. Avulsion of the superior pole of the patella 
in elderly patients signifies complete interruption of 
the extensor mechanism of the knee joint. These are 
but a few examples of concomitant soft-tissue injuries 
that assume major importance in the treatment of avul- 
sion fractures and form the basis for therapy and prog- 
nosis. 

X-ray evidence of an avulsion fracture should 
bring to mind the possibility of these associated soft- 
tissue injuries. Careful clinical examination is thus of 
cardinal importance. The degree of functional impair- 
ment will then dictate the therapeutic regimen. 
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I agree wholeheartedly with Dr. Hawes’ insistence 
on postoperative immobilization and gradual resump- 
tion of active motion as opposed to passive manipula- 
tion. Some of the less enlightened but enthusiastic 
proponents of physical medicine must be restrained in 
their approach to postoperative care in such cases. A 
few moments spent in teaching active motion within 
the patient’s range, and later the utilization of pro- 
gressive resistance exercise, will usually be all the 
physical therapy necessary. 

I wish to congratulate Dr. Hawes on his handling 
of this broad and complex subject. 


1181 N. Ballenger Road 


Discussion 


C. R. Starks, D.O., Denver, Colorado: Dr. Hawes 
has ably called our attention to a number of fractures 
which are considered to be avulsion fractures and which 
are very often overlooked. He has pointed out the 
most usual sites of these fractures and described his 
treatment for the different types. 

Emphasis should be placed on the diagnosis of chip 
fractures. So often we see individuals who have had 
avulsion fractures that have not been treated correctly 
and have caused prolonged pain and disability. This is 
particularly true when weight-bearing joints such as 
the ankle and knee are involved. While overlooked avul- 
sion fractures are not as common as formerly, there are 
still too many. “Sprain” is too often the diagnosis 
given to injuries, either by the patient himself or by 
someone who does not want to take the time to x-ray 
the joint. It has been my observation that prolonged 
disability results more from overlooked avulsion frac- 
tures than from fractures which are diagnosed im- 
mediately and properly treated. It does not take much 
skill to diagnose the average fracture with some de- 
formity but it takes careful vigilance to detect chip 
fractures that will eventually produce disability. Of 
course, these fractures should be immobilized in the 
proper position and kept immobilized until healing takes 
place. Sometimes open reductions are necessary. 

There is only one other thing that I wish to add 
to this excellent paper, and that concerns recognition of 
injuries to ligaments and tendon attachments. While 
this probably does not come directly under the subject, 
I believe that injuries to these tissues are in the same 
category. Tearing of ligaments around the ankle joint, 
the knee, and sometimes the elbow and shoulder, are 
important causes of disability and should be classified 
as avulsions of the ligaments or tendons and treated 
in the same manner as avulsion fractures—that is, by 
immobilization in a cast for sufficient time to allow 
recovery to take place. This applies to so-called sprained 
ankles without fractures, injuries to the knees, and 
often the elbow. While it is not possible to make a 
diagnosis of these injuries by x-ray, we must think of 
them as the shredding or tearing of ligaments and the 
avulsion of tendons from their muscular attachment. 
The only safe thing to do is to assume that this is true 
and protect the tissues by immobilization. The anti- 
quated theory of strapping ankles, except in very minor 
sprains, and the modern practice of injecting Novocain 
and letting the individual walk, are not proper treat- 
ments. 

Dr. Hawes has given a very good resume of avul- 
sion fractures. It was a pleasure’to read his paper and 
discuss ‘it. 


1459 Ogden St. 
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Use of DEAN OL in treatment of 
CHRONIC FATIGUE ana 
mild endogenous D EP RESSION 


JOSEPH P. CIMINO, B.S., D.O. 


Claremont, California 


| HE DEPRESSED patient and the tired patient 
are frequent problems in private practice, and have al- 
ways been difficult to manage. Thus I became interest- 
ed when my attention was directed to a new type of 
“psychic energizer,” Deaner (deanol). There is sug- 
gestive evidence that the active principle of Deaner is 
a natural constituent of the body. The drug has been 
reported to be of value in the fatigue syndrome and 
tension anxiety states without producing emotional ex- 
citation, irritability, or jitteriness.1 It is remarkably 
free of toxicity. 1 have used Deaner in a large series 
of patients whose major complaints were fatigue, mild 
depression, and tension anxiety. The results are suffi- 
ciently encouraging to warrant publication of this pre- 
liminary report, and continuation and expansion of the 
study. 


Methods and materials 


I have selected 37 typical patients for discussion 
here. The group consisted of 12 males and 25 females. 
The age range was 30 to 91 years (mean 60) for the 
males, and 29 to 80 years (mean 54) for the females. 
Fatigue and mild depression were common to all. De- 
tailed information on these patients is contained in 
Table I. 

All patients were started on Deaner,* 25 mg. once 
daily, after breakfast. After 1 week, the dose was in- 
creased to 50 mg. (2 tablets) daily, usually taken after 
breakfast, but some patients received one tablet after 
breakfast and one in the early afternoon. The response 
to therapy was not evaluated until at least 3 to 4 weeks 
of therapy. If the response was not notable at that 
time, vitamin B complex was added because pantothenic 
acid is believed to be involved in the methylation of 
dimethylaminoethanol (deanol) to choline and pyridox- 
ine in the acetylation of choline. The response to ther- 
apy was then re-evaluated after an additional 3 weeks 
of combined therapy. 


Results 


The clinical responses are condensed in Table I. 
Side effects were a problem in only 1 patient. This pa- 
tient, a 61-year-old woman with mucous colitis and 
fatigue, stated that the drug caused nausea and’ cramp- 


“Supplied by Riker Laboratories, Inc., Los Angeles, California. 


568 


ing. She discontinued therapy after 2 weeks, reporting 
no therapeutic effect. Side actions were no problem in 
any other patient. The high percentage of good to ex- 
cellent results is greater than that obtained with any 
other drug in this type of patient. The response of the 
children with behavior problems was also very gratify- 
ing and paralleled those reported by Oettinger.? They 
evidenced more interest in their schoolwork, and were 
more active in their play and social activities. With 
reference to this latter observation, it must be remem- 
bered that deanol is contraindicated in grand mal epi- 
lepsy. 
Discussion 

One of the most frequent complaints of patients is 
chronic fatigue, usually with some degree of mild en- 
dogenous depression. The most prominent symptoms 
are fatigue, depression, vague aches in the joints, head- 
aches, muscle tenderness, dry skin, and brittle nails and 
hair, but weakness and fatigue are the prime com- 
plaints. In women, menstrual disturbances are fairly 
common. Thorough physical examination rarely reveals 
an organic basis for the fatigue and depression. Lab- 
oratory work is almost invariably unrewarding. 

Medical management of these patients has hereto- 
fore been unsatisfactory. The symptoms resemble 
adrenal cortical insufficiency, and various types of ad- 
renocortical therapy have been used widely, generally 
with unsatisfactory results and often with undesirable 
effects. Some of the symptoms suggest mild hypothy- 
roidism, but careful examination and laboratory data 
do not support this diagnosis. Despite this, thyroid ex- 
tract has been prescribed extensively. The clinical re- 
sponse to thyroid therapy is usually unsatisfactory. 
Furthermore, thyroid extract is a potent drug with 
definite limitations and should not be used indiscrimi- 
nately ; it should be restricted to patients with clear evi- 
dence of hypothyroidism, or used cautiously in a thera- 
peutic test in patients in whom the evidence is equivocal. 

Amphetamine therapy is sometimes effective when 
first started, but side actions, such as tension, anxiety, 
restlessness, insomnia, tremor, weakness, and palpita- 
tion, soon rule out further use of this stimulant. It is 
contraindicated in the presence of hypertension, in car- 
diovascular disease, or in patients manifesting anxiety, 
hyperexcitability, or undue restlessness. The “let down” 
feeling when the drug is stopped makes the patient feel 
worse than before. Habituation to the drug may add to 
the patient’s problems. 

Vitamins have been prescribed extensively. Such 
therapy is rarely harmful and may be of some benefit, 
but is of little help other than psychogenic to the usual 


Journat A.O.A. 


| 
q Vi 
| de 
d 
tl 
ti 
| 
¢ 
| 
( 
2 | 
| = 


variety of tired patient wno rarely suffers from a 
demonstrable vitamin deficiency syndrome. 

Chemically, deanol is 2-dimethylaminoethanol ; 
Deaner is the para-acetamidobenzoic acid salt of 2- 
dimethylaminoethanol. 

There is good evidence that Deaner is converted by 
the body to choline by methylation, and that the acetyla- 
tion of deanol and choline to acetylcholine is rapid.** 
Biochemical and pharmacologic studies suggest that 
deanol is an intracellular precursor to acetylcholine.‘ 


Studies with C'*-labeled deanol show that it crosses the 
blood-brain barrier; the intracellular conversion of 
deanol to acetylcholine occurs as well. Extensive phar- 
macologic investigations (animal) show deanol to have 
a significant action upon the electrical activity of the 
brain and also upon behavior patterns.*7 

The remarkably low toxicity of deanol,*-?° virtual 
absence of side actions, and simplicity of dosage sched- 
ule makes the therapy highly acceptable to patients. The 
clinical improvement is very encouraging to these pa- 


TABLE I—RESPONSE TO DEANOL THERAPY 


Response 

Case A. 

No. Sex Age Diagnosis 3 days 1 week 2 weeks 3 weeks 4 weeks Comments 

1 F 63 Fatigue, pyrosis, None None Good Good Good Good clinical response 
hyperchlorhydria 

2 F 73 Anxiety, fatigue, None None Fair Fair Good Sleeps better, awakens 
insomnia, tension refreshed 

3 M 61 Arteriosclerotic None None Good Good Good Sleeps better, has more 
hypertensive heart energy, no alteration in 
disease, fatigue blood pressure 

4 F 59 Asthenia, fatigue None None Good Good Good Sleeps better, awakens 

refreshed, more energy 

5 F 47 Menopausal syn- None None None Discontinued Would not continue ther- 
drome, fatigue apy 

6 F 80 Arteriosclerotic None None Fair Fair Fair Patient sleeps better, 
heart disease, as- awakens refreshed 
thenia, fatigue 

7 F 37 Menopausal syn- None None Good Good Good Patient more relaxed, 
drome, tension more energy, sense of 
anxiety, fatigue well being 

8 F 50 Malignancy, de- None None Fair Fair Fair Patient more alert, feels 
pression, fatigue better 

9 F 45 Fatigue, lethargy, None None Fair Fair Good Excellent response, more 
depression energy, activity 

10 F 87 Arteriosclerotic None None Fair Fair Fair Patient more alert and 


heart disease, 
senescence, in- 
somnia, fatigue 


active 


11 M 34 General lethargy None None Discontinued Patient uncooperative 

12 M 91 Arteriosclerotic None None Good Good Good Excellent response, sleeps 
heart disease, better, more alert 
insomnia, fatigue 

13 M 46 Fatigue, tension None None Good Good Good Excellent response 
anxiety 

14 F 13. Eneuresis, be- None None Fair Fair Good More alert mentally, bet- 
havior problem ter adjustment, eneuresis 

controlled 

15 F 73 Insomnia, asthenia, None None Good Good Good Sleeps better, more ener- 
fatigue gy 

16 M _ 81 Generalized ar- None None Fair -Fair Fair More alert mentally, 
teriosclerosis, more energy 
fatigue, lethargy 

17 F 49 Menopausal syn- None None None None Discontinued Patient stopped medica- 
drome, lethargy, tion, no response 
fatigue 

18 F 77 Insomnia, asthenia, None None Fair Fair Good Sleeps better, more alert, 
fatigue more energy 

19 F 46 Asthma, asthenia, None None Fair Fair Good Sleeps better, more ener- 
fatigue gy 

20 F (61 Mucous colitis, None None Discontinued Complained of nausea 
asthenia, fatigue and cramping from 

Deaner 

21 F 48 Menopausal syn- None None Good Excellent Excellent Excellent response 
drome, asthenia, 
fatigue 

22 F 45 Menopausal syn- None Fair Good Good Good More energy, more alert 
drome, insomnia, 
fatigue 

23 M 42 Asthenia, tension None None Fair Fair Fair More energy, more alert 


anxiety, fatigue 
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TABLE I—(Continued) 


Response 

Case ‘gilts 

No. Sex Age Diagnosis 3 days 1 week 2 werks 3 weeks 4 weeks Comments 

24 F 72 Asthenia, fatigue None None Good Good Good Good response, more 

alert, energetic, sense of 
well-being 

25 M 74 Senescence, as- None None Good Good Good Sleeps better, more men- 
thenia, fatigue tally alert 

26 M 50 Chronic severe mi- None None Fair Fair Fair Good response, more 
graine, pyrosis, restful, headaches im- 
fatigue proved 

27 M 65 Pyrosis, aeropha- None None Fair Fair Fair Fair response, headaches 
gia, insomnia, improved 
headaches, fatigue 

28 F 59 Spastic colon, fa- None None Good Good Good Good response, more 
tigue, tension relaxed, more energy 
anxiety 

29 M 61 Asthma, emphy- None None Good Good Good Good response, more 
sema, asthenia, relaxed, more energy 
fatigue 

30 F 64 Insomnia, as- None None Fair Fair Fair Sleeps better, more 
thenia, fatigue relaxed, more energy 

31 F 55 Addison’s dis- None None Fair Fair Fair More alert, more 
ease, asthenia, energy 
fatigue 

32 F 40 Menopausal syn- None None Good Good Good Sleeps better, more 
drome, insomnia, energy 
fatigue 

33 M 78 Arteriosclerotic None None Fair Fair Fair More alert, more energy 
heart disease, 
senescence, fatigue 

34. F 30 Infectious mono- None None Good Good Good More energy, sense of 
nucleosis, fatigue well-being 

35 F 29 Obesity, lethargy, None None Good Good Good More energy, more alert, 
fatigue, insomnia sleeps better 

36 F 43 Lethargy, fatigue, None None Good Good Good More alert, energetic, 
insomnia sleeps better 

37. F 65 Menopausal osteo- None None Fair Fair Fair More alert and 


porosis, fatigue 


tients, who are usually quite discouraged about the 
prospects of help from any drug. There is little diffi- 
culty in keeping them on the therapy. Deanol does not 
depress the appetite. 

Patients are very enthusiastic about the benefits 
obtained. They report that they sleep better, have more 
“pep” and energy, do not tire so quickly, get more done 
every day, are more relaxed, and are less cranky and 
irritable. Most interesting is the fact that other mem- 
bers of the family will report improvement in the pa- 
tient’s disposition even before the patients themselves, 
but the patients soon become definite in reporting more 
vigor, less fatigue, and a sense of well-being. 

My experience with deanol to date has convinced 
me that this drug is useful for combating weakness, 
fatigue, and apathy, and improving the mental outlook 
of tired and depressed patients. It is effective in be- 
havior problems in children. Furthermore, deanol is 
remarkably safe, with virtually no side actions or toxic 
effects. 

The treatment of mild endogenous depression pre- 
sents a real challenge to the general practitioner. The 
first problem is to differentiate between this type of 
depression and reactive depression. The patient with 
mild endogenous depression rarely reaches the psychia- 
trist, but the condition is serious and requires careful 
and sympathetic handling by the physician. In my ex- 
perience management of these patients has been made 
much easier and clinical results are much better when 
deanol is added to the therapeutic regimen. 


570 


energetic 


Summary 


The use of a new psychic energizer, Deaner, in 37 
patients complaining chiefly of fatigue, weakness, and 
apathy has been reported. The dosage schedule is sim- 


ple. and side actions are negligible. 
222 W. Foothill Blvd. 
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HERNIATIONS 


through the 


DIAPHRAGM* 


SAMUEL SANTASPIRT, B.S., D.O. 
Philadelphia, Pennsylvania 


(Continued from the April JournaL) 

Symptoms.—The symptoms of diaphragmatic her- 
nia may be absent, remote from the area of pathologic 
change, mild, severe, or not infrequently bizarre. In 
many instances the provisional diagnosis, if based on 
symptoms alone, has been erroneous because the con- 
dition was not considered or the symptoms did not 
suggest diaphragmatic hernia.” Quite a large number 
of hernias are discovered incidentally during routine 
abdominal and chest surveys or during upper gastro- 
intestinal examination for other pathologic conditions. 
The lesions are often present for years with little or 
no symptomatology to suggest hernia. The symptoms 
in no way give a clue to the size of the hernia, although 
some believe smaller hernias give more pain. 

Ritvo and Shauffer? give the following as the 
commonest symptoms: epigastric pain, nausea, vomit- 
ing, weight loss, fatigue, bleeding, heartburn, dys- 
phagia, dyspnea, night pain, substernal pain, loss of 
appetite, and hiccough. Epigastric pain is the predomi- 
nant complaint. The severity of the pain varies from 
a fullness or dragging sensation under the xiphoid 
process to severe colicky pain. The pain usually does 
not radiate, but it has been described as being on either 
side of the midline, in any part of the abdomen and 
chest, and in the back. Pain usually comes on at the 
time of eating or shortly thereafter. In other instances 
it may appear only when lying down. Conversely, in 
one of our patients relief was obtained by lying down. 

Usually the pain is relieved by arising and walk- 
ing about or by drinking warm liquids; after this the 
patient can usually finish the meal with little or no 
discomfort. Relief is obtained from these procedures 
because the hernia reduces itself. Vomiting affords 
relief in some instances. The vomitus may contain 
blood from ulcerations in the esophagus or herniated 
stomach. 

The symptoms of heartburn and dysphagia are 

*Submitted to the faculty of the Philadelphia College of Osteopathy 
in partial fulfillment of the requirements for the degree of Master of 
Science, May 1958, and to the American Osteopathic Board of Radiology 
in partial fulfillment of the requirements for certification. This paper 
was written during a residency served in part under the direction of 
A. E. Kegerreis, D.O., chairman of the Department of Radiology, Lan- 
caster Osteopathic Hospital, Lancaster, Pennsylvania, and in part under 
the direction of Paul T. Lloyd, D.O., director of the Department of 


Radiology, Hospitals of the Philadelphia College of Osteopathy, Phila- 
delphia. 


Vor. 58, May 1959 


evidently due to the esophagitis which results from 
regurgitation of the gastric contents into the distal 
esophagus.*:’:?%:?4.24 These symptoms are not always 
present because incompetence is not always present. 
From experimentation it has been reported that in- 
creased tension of the proximal portion of the esopha- 
gus produces a feeling of nausea at the back of the 
throat. Discomfort at the level of the manubrium and 
near the suprasternal notch on the anterior chest wall 
also results from increased pressure of the proximal 
esophagus. Stimulation of the middle third of the 
esophagus with a balloon will produce anginoid pain. 
Chemical irritation and distention of the, distal third 
may produce heartburn and pyrosis. Emotional upsets 
produce spasticity of the esophagus and stomach, re- 
sulting in abnormal congestion and chemical irritation 
at the esophagogastric junction, which is functionally 
impaired from the displacement by the hernia.”° 

Bleeding, which is the result of ulceration, may 
lead to anemia. One patient in our series was treated 
for anemia for several years before a large hernia 
was revealed during a routine physical examination. 
Ulceration results from chronic or recurrent venous 
congestion produced by pressure of the margins of 
the hiatus on the blood vessels. Regurgitation of gas- 
tric acid on the devitalized mucous membrane results 
in necrosis of the tissue with subsequent hemorrhage. 

In children with hiatus hernia, the predominating 
symptoms are dysphagia, regurgitation, and growth 
and nutritional disturbances. These symptoms usually 
date from birth.17 A large congenital hernia in a 
premature infant may result in cyanosis, asphyxia, 
and death within a few hours after birth. Some may | 
live a few years and others may survive to adult life. 
Those surviving infancy may succumb to pneumonia 
during adolescence. The condition may be asympto- 
matic until some act of physical exertion aggravates 
the existing pathologic process. 

Palmer”® found seventeen symptom complexes in 
his series of 214 cases. Dyspepsia and epigastric or 
substernal pain aggravated by food were relatively 
common. The complex of epigastric and substernal 
burning pain, aggravated by recumbency and relieved 
by the erect position, was found in 13 per cent of his 
cases. Seven per cent exactly mimicked coronary in- 
sufficiency and infarction, demonstrating that the 
classical symptoms attached to angina pectoris and 
myocardial infarction are not pathognomonic of these 
conditions. Fourteen per cent presented sudden symp- 
toms of an emergency nature. 

Complications —Hemorrhage is the most serious 
complication. The bleeding may vary from blood-tinged 
vomitus to gross hemorrhage. The hemorrhage may 
result from ulcerated varices of the gastric mucosa, 
venous congestion, or erosion of the incarcerated por- 
tion of the stomach. 

Miller and Doub” state that ulceration is found 
most frequently in patients with a congenitally short 
esophagus with a thoracic stomach. The ulcers result 
from the constricting action of the diaphragm. Most 
of these ulcers appear on the lesser curvature. The 
symptoms of ulceration are not always present but 
evidence of bleeding in the gastrointestinal tract is 
usually there. 

Doub** reports that ulcers of the esophagus are 
usually single and involve the lower third of the struc- 
ture above the sphincter. The ulcers are frequently 
not seen; only the spasm, resulting from ulceration, is 
visualized. This is one of the reasonas why esophagos- 
copy is necessary in all suspected cases of hiatus hernia. 
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Kirklin and Hodgson’ believe that ulcers may 
appear anywhere in the stomach but they are not too 
common in the herniated portion of the stomach. When 
ulcers are present they usually do not perforate ; incar- 
ceration is more likely to occur. 

Pneumonia may be a complication of hiatal hernia. 
Small repeated nocturnal aspirations of the regurgi- 
tated gastric contents into the proximal esophagus is 
the etiologic factor.2° Right heart failure has been 
reported as a complication of large hiatal hernias. 

In paraesophageal hernias where the valve mech- 
anism is competent the symptoms and complications 
are less frequent. When these produce symptoms it 
is because of pressure on the heart and lungs. Acute 
hemorrhage is rare in paraesophageal hernias, but they 
can become incarcerated with acute gastric obstruc- 
tion and dilatation. This, according to Humphreys, 
Ferrer, and Wiedel,’ never occurs in sliding hernias. 

Invagination of the esophagus into the herniated 
stomach is a complication that has been reported by 
Klinefelter.** Failure to recognize the existence of 
such a state can be quite disconcerting when trying to 
localize the esophagogastric junction. Prior to publi- 
cation of Klinefelter’s paper only 11 cases had been 
reported in the world literature. He reported 3 addi- 
tional cases. We have observed this phenomenon on at 
least two occasions. 

The invagination is not apparent at all times and 
is not seen in all positions. The Trendelenburg and 
left posterior oblique are the best positions to demon- 
strate it. Raising and lowering the table will often 
show invagination and release, if such a condition 
exists. The invaginations vary from slight mucosal 
prolapse to complete excursion of the esophagus 
through the herniated stomach (Fig. 12). It is im- 
portant to be familiar with this phenomenon in order 
to avoid reporting a short esophagus, when in reality 
the esophagus is of normal length but part of it is 
lying within the herniated stomach. 
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Herniated Stomach 
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Fig. 12 


If the hiatus is large enough to admit all of the 
stomach, duodenum, mesenteric intestine, and colon, 
then obstruction and strangulation may result.** In- 
carceration of the stomach produces vomiting without 
hyperperistalsis or distention. Small intestinal ob- 
struction produces hyperperistalsis, but when a large 
part of the stomach and small intestine is found in the 
chest distention may be absent. There may be severe 
colic of the intestine. 


572 


Many concomitant diseases have been reported in 
association with hiatal hernias. Texter and his associ- 
ates* reported an incidence of 25 per cent. The more 
common conditions are peptic ulcer, cholelithiasis, and 
diverticulosis. Melville?® reported a case of hiatal 
hernia with a diverticulum of the fornix ventriculi. In 
Palmer’s series,” Saint’s triad (gallstones, diverticula, 
and hiatal hernia) was seen most commonly. Diverti- 
culosis of the colon was seen next in frequency. This 
was followed by gastric ulcer, duodenal ulcer, gastric 
carcinoma, and esophageal carcinoma. It is interesting 
to note that in those patients presenting Saint’s triad, 
gallbladder disease is usually investigated and treated 
first, but the symptoms usually remain until the hiatal 
hernia is repaired. 

Mucosal lacerations of the Mallory-Weiss type are 
reported. Fleischner’s explanation of the etiologic 
factor leading to the production of bleeding and sub- 
sequent anemia is worthy of study.® 

Roentgen diagnosis.—Roentgenography plays an 
extremely important role in the diagnosis and treat- 
ment of diaphragmatic hernias. It is the only method 
today of arriving at a definite diagnosis prior to sur- 
gery. The surgeon relies upon the x-ray findings to 
learn the size of the defect and the type of hernia, and 
to determine his approach to the lesion. Impairment 
of normal function and the presence of complicating 
disease can be determined prior to surgery. The dif- 
ferential diagnosis of other pathologic conditions can 
be successfully evaluated by roentgen means. It is 
important to the surgeon to be aware of the lesions of 
the distal end of the stomach and duodenum which 
would lead to obstruction. If such lesions are present, 
they can be detected roentgenographically prior to sur- 
gery. 

Routine examination for diaphragmatic hernia 
during chest and abdominal roentgenography is becom- 
ing more prevalent.*° However, detection of such le- 
sions is not always easy as evidenced by the large 
number of hernias which have been missed on previous 
examinations. If a sufficient amount of the stomach is 
herniated into the thorax, a double shadow over the 
cardiac silhouette may give a clue to the disorder. Air 
or fluid above the diaphragm in a routine chest exami- 
nation is sufficient evidence to warrant contrast study 
of the upper gastrointestinal tract. 

Mueller’s effort during fluoroscopy, that is, having 
the patient attempt inspiration with air passages closed, 
may produce maximum filling of the herniated stomach. 
This maneuver decreases intrathoracic pressure, lowers 
the diaphragm, and increases intra-abdominal pressure. 

There are as many technics for the detection of 
hernias as there are radiologists. Boyd and his co- 
workers* tried the various maneuvers suggested by 
other authorities in an effort to find the best method 
that would show the defect. They found that the Val- 
salva test, Trendelenburg test, Mueller effort, belching, 
ingestion of carbonated beverages, and simultaneous 
filling of the colon as being least practical or of no 
additional help in demonstrating hernias. Their pa- 
tients were put through a routine procedure in attempt 
to arrive at a suitable sequence of positions that would 
demonstrate the disorder in the greatest number of 
cases. The procedure was to examine the patient in 
the erect position first, noting the level of the gastric 
air bubble, before and after the ingestion of opaque 
medium. Each patient drank a minimum of 8 ounces 
of barium mixture. The table was then lowered to 
horizontal and then to a 15-degree Trendelenburg posi- 
tion. The Valsalva test was employed next, followed 
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by raising the heels off the table without bending the 
knees. They found this maneuver to be quite valuable. 
The patient was rotated to the right lateral and then 
to the prone position.. 

Boyd and associates*t demonstrated hernia in one 
patient without any special procedures. Ten cases 
were diagnosed in the erect position, 16 in the prone 
position, and 5 in the supine position. One hernia 
was seen after Valsalva’s test and three after the 
straight leg-raising maneuver. The Trendelenburg 
position and coughing test failed to show any hernia- 
tion not seen with the above procedures. 

We at the Lancaster Osteopathic Hospital had 
utilized a procedure quite similar to that just outlined. 
However, instead of the straight leg-raising maneuver, 
we used deep pressure in the epigastrium during deep 
inspiration and expiration. There is a well-harmonized 
interplay of this normal respiratory movement of the 
diaphragm and the activity of the lower portion of the 
esophagus and functional cardia. Radiologists have all 
observed the temporary arrest of opaque bolus as it 
reached the diaphragmatic level of the esophagus after 
which it passes into the stomach. If inspiration is 
attempted as the column passes through the diaphragm, 
the column will be interrupted, but will reflow as ex- 
piration begins. For this reason not all hiatal hernias 
are demonstrated during deep inspiration, even though 
this increases intra-abdominal pressure. Therefore 
deep epigastric pressure during inspiration and ex- 
piration is advantageous in demonstrating hiatal her- 
nias. 

It is well to mention that failure to demonstrate 
a hernia does not rule out the possibility.5 This is par- 
ticularly true in small herniations. At the time of 
examination the stomach may be fixed below the dia- 
phragm. Edema around the orifice may prevent her- 
niation at that time. It must also be conceded that poor 
technic of examination may be responsible for failure 
to demonstrate herniations. 

Often a clue to the diagnosis is obtained from the 
filling of the esophagus. The location of the esophago- 
gastric junction above the diaphragm can be seen many 
times. An esophagogastric angle of approximately 90 
degrees is usually found in paraesophageal hiatus her- 
nias. In true esophageal hiatal hernias the angle is 
lost and the stomach appears to have moved mesially to 
align itself with the esophagus. ; 

Correct location of the esophagogastric junction is 
important. This segment is usually fixed and can be 
differentiated from peristaltic waves of the esophagus. 
It is a good procedure to have the distal esophagus 
filled with opaque medivm at the same time the herni- 
ation is visualized. This will aid in differentiating the 
type of hernia present. 

Kirklin and Hodgson’ state that the rate of 
descent of the barium in the esophagus is retarded in 
hiatus hernias. Normally a column of barium 2 to 
3 inches high is seen in the esophagus after rapid 
ingestion of the meal. If the column is 4 to 5 inches 
high, one should suspect hernia. This could not be 
substantiated in our series of cases. 

If tortvosity of the distal esophagus without dila- 
tation is observed, this may be due to an insufficient 
hiatus caused by a herniation; this is an aid in diagno- 
sis. The herniated stomach filled with barium is visual- 
ized as a round or oval opacity above the diaphragm 
near the midline and a little to the right of the lesser 
curvature. When the lesion is small, it can easily be 
overlooked if it overlies the cardiac shadow or the 
vertebral column. 
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Wolf and Guglielmo* used a cylinder of radio- 
lucent material placed under the abdomen with the 
patient in a prone right oblique position. This also 
places the patient in a modified Trendelenburg position, 
and increases intra-abdominal pressure. While the 
patient drinks barium through a drinking tube spot 
films are made depicting the filled esophagus against 
the herniated stomach. They claim this technic is use- 
ful in demonstrating small hiatal hernias. 

In congenitally short esophagus with thoracic 
stomach, the cardiac end of the stomach remains above 
the diaphragm regardless of the position of the patient. 
The esophagogastric junction is located about the level 
of the seventh or eighth dorsal vertebra. The esophagus 
is usually narrowed at this point with dilatation proxi- 
mal; however, it is never tortuous. The gastric bubble 
is usually conspicuously absent. 

Differential diagnosis.—Because of the numerous 
and often bizarre symptoms of diaphragmatic hernias, 
the clinician is faced with the possibility of several pa- 
thologic conditions. Peptic ulcer, carcinoma of the eso- 
phagus or stomach, cholecystic disease, pernicious 
anemia, esophagitis, esophageal ulceration, gastritis, 
cardiac diseases, and many other thoracic and abdomi- 
nal diseases may be considered. In Harrington’s series® 
of 295 cases, an average of three erroneous diagnoses 
had previously been made. Twenty-five of these pa- 
tients had undergone surgery for other pathologic con- 
ditions with the persistence of symptoms postopera- 
tively until the hernia was diagnosed and repaired. 

Roentgenographically it is necessary to differen- 
tiate hernias from eventration of the diaphragm, eso- 
phageal and gastric diverticula, dilated esophageal 
ampulla, cardioesophageal incompetence, and cardio- 
spasm. 

“Eventration” is a misleading term, because it 
implies that the abdominal viscera are outside the peri- 
toneal cavity. This is not the case. There is thinning 
of the left hemidiaphragm with abnormally high up- 
ward elevation of the diaphragm. The motion of the 
diaphragm may be normal but decreased, it may be 
paradoxical, or there may be no motion at all. 

Esophageal and gastric diverticula, if large, may 
simulate small hernias; however, careful examination 
will show filling and emptying of the pouch, through 
a direct connection with the structure involved. Diver- 
ticula of the stomach lie below the level of the dia- 
phragm and usually retain barium after the meal has 
left the stomach. These lesions are best seen in the 
erect position while most hernias are not. 

A dilated esophageal ampulla may closely resemble 
a small hernia, especially of the pulsion type. The 
esophagogastric junction lies below the diaphragm and 
no gastric rugae are seen in the ampulla. The ampulla 
fills from above only if the esophagogastric sphincter 
is competent. 

In cardiospasm the barium meal is arrested at the 
distal end of the esophagus and remains there for a 
long period. The esophagus is usually dilated proximal 
to the spasm. Gastric rugae are not visualized above 
the diaphragm. In cardioesophageal relaxation or in- 
competence the barium passes freely into the stomach 
with the patient erect. However, when the patient as- 
sumes the recumbent position the entire esophagus may 
refill from below. At times there may be only a small 
rounded mass above the diaphragm; however, there 
are no gastric rugae present. 

It is evident that clear roentgen differentiation of 
the above conditions is not possible at times. Concomi- 
tant disease often makes differentiation quite difficult. 
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It 1s for this reason that esophagoscopy with biopsy of 
the mucous membrane of the esophagogastric junction 
is recommended. 


Foramen of Morgagni hernia 


This type of hernia is also called parasternal, or 
subcostosternal. It results from defects in the spaces of 
Larrey, which are small triangular areas of the dia- 
phragm lying on either side of the sternum. They are 
bounded anteriorly by the sternum, medially by the 
sternal portion of the diaphragm, and laterally by the 
costal portion of the diaphragm, in the area of its at- 
tachment to the seventh costal cartilage (Fig. 2). 
Normally these spaces are very small and filled with 
areolar tissue covered with pleura, pericardium, and 
peritoneum. However, the sternal portion may be ab- 
sent, resulting in a large single defect. 

These hernias are enclosed in a sac, showing that 
peritoneum had formed to separate the abdominal 
cavity and pleural space before the herniation occurred. 
The round and falciform ligaments of the liver are 
usually included in the sac. 

There is no known differential incidence accord- 
ing to sex, and these hernias have been known to occur 
in all periods of life from birth to old age. Fortu- 
nately, these hernias are relatively rare. Morgagni 
reported the first case in 1769, and up to 1939 only 
120 cases were recorded in the literature, according 
to Ritvo and Peterson.** 

Omentum and transverse colon are found most 
frequently in the sac. Appendix, ascending colon, 
cecum, and terminal ileum have been found in these 
hernias. 

Symptoms.—Symptoms may be entirely absent in 
the presence of parasternal hernia. The condition may 
be found at autopsy or during a routine chest examina- 
tion. The patient usually experiences marked consti- 
pation. Obstruction and strangulation intermittently 
or recurrently are relatively common. At times cough, 
dyspnea, and precordial pain are reported. Symptoms 
similar to those of cholecystic disease, ulcer, or hiatus 
hernia may be present. 

Physical examination may reveal displacement of 
the heart to the left side, borborygmus, tympany, and 
succussion synchronous with the heartbeat depending 
upon the size of the hernia and its contents. Strangu- 
lation occurs in approximately 15 per cent of cases. 

Roentgen findings.—In the routine chest film the 
lesion may appear as a rounded or oval capacity in the 
lower right cardiac border, and is often mistaken for 
neoplasm of the lower right lung. The hernias are 
usually right-sided because of the extensive pericardial 
attachment on the left side ; however, left-sided hernias 
do occur. Usually the lesion presents itself as a smooth, 
rounded, sharply delineated opacity. If the sac contains 
loops of bowel containing air, increased radiolucency 
with haustral markings are seen overlying the cardiac 
opacity. 

In the lateral projection the hernial opacity blends 
with the anterior chest wall and extends up into the 
middle of the thorax anteriorly. Pulsations are not 
visible in the opacity, and it may appear as continuous 
with the cardiac shadow. Fluid levels may be seen, 
and at times they resemble abscess. 

Colon studies with opaque medium are necessary 
in all suspected parasternal hernias. If the herniation 
contains omentum only, the ascending and transverse 
sections are displaced upward and medially. When 
the colon is involved, there is a large loop of bowel 
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Any factor tending to increase 
intra-abdominal pressure may 
be responsible for producing a 
diaphragmatic hernia. . . . Symptoms 
may be absent, mild, or 


severe, and are often bizarre 


above the diaphragm. Lateral projection of the barium- 
filled colon will demonstrate the herniation as being 
adjacent to the posterior part of the sternum with a 
constriction as it passes through the diaphragm. 


Pleuroperitoneal hiatus hernia 


This hernia, also called Bochdalek’s, results from 
the lack of fusion of the pleuroperitoneal membrane 
and septum transversum. The lumbar and costal por- 
tions of the diaphragm are ‘not joined. The opening 
is usually at the costal angle posteriorly, at the junc- 
tion of the middle and posterior thirds of the dia- 
phragm. These openings are usually triangular with 
the apex pointing toward the midline (Fig. 2). 

These hernias lie within the posterior portion of 
the thoracic cavity. They usually contain loops of small 
bowel, colon, cecum, and appendix. The stomach is 
not usually involved but may appear greatly distended. 

Kirklin and Hodgson” state that these hernias are 
present at birth. Infants usually die in the first few 
days of life from respiratory and cardiac embarrass- 
ment. 

The chest film is important in the diagnosis of 
this condition. The hernia may appear as cyst or ab- 
scess cavities of the lower lungs. Haustral marking 
in the thorax may make the diagnosis easier. Often 
the only sign is bizarre shadows behind the cardiac 
opacity. 

Complete examination of the gastrointestinal tract 
is necessary to determine the hernial contents and po- 
sition. Pneumoperitoneum is an aid in locating the 
level of the diaphragm. 


Congenital absence of the hemidiaphragm 


These lesions are rare. A complete hemidiaphragm 
or only a portion of it may be absent. When a com-' 
plete hemidiaphragm is absent, the patients usually 
die in infancy ; however, a few cases have been report- 
ed in adults."® 

In this condition, the part of the diaphragm de- 
veloping from the pleuroperitoneal membrane and 
wolffian body is missing. Roentgenographically the 
condition closely resembles eventration or large dia- 
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phragmatic hernias. However, location of the dia- 
phragm is an aid in the diagnosis. 

In addition to the viscera found in pleuroperito- 
neal hernias, the stomach, spleen, and left kidney may 
be located in the thoracic cavity. Although the defect 
is large, hernias of this type can be easily overlooked 
because all the viscera involved may be in the abdomen 
at the time of examination. When the stomach is filled 
with barium, it will tend to remain in the abdomen by 
gravitation unless the proper procedure is employed to 
cause it to slide into the thoracic cavity. Many times 
it is quite difficult to determine the absence of the dia- 
phragm because of overlying gas shadows in that area. 
The importance of diagnosis of this condition lies in 
the fact that at present there is no known method of 
surgical repair. 

These hernias may attain proportions large 
enough to cause collapse of the left lung and even 
mediastinal shift. No sac is present, and the abdominal 
viscera are in direct contact with the thoracic struc- 
tures. 


Peritoneopericardial diaphragmatic hernia 


This is a rare condition. Up until 1948 only 9 
cases had been reported in the literature.** The con- 
dition is rarely diagnosed during life, but some cases 
have been recognized prior to surgery. Two cases 
have been diagnosed roentgenographically. In those 
cases going to surgery, only one patient survived. Since 
it has been found in both infants and adults one can 
assume that it is compatible with life. 

The hernia results from a failure of fusion of the 
septum transversum and pleuropericardial fold, result- 
ing in a communication between the pleural and peri- 
toneal cavities during embryonic life. Trauma has been 
implicated as a cause. 

It is difficult to differentiate this type of hernia 
from a pleuroperitoneal hiatus hernia on clinical 
grounds. The predominant symptoms are dyspnea and 
cyanosis following feedings. The symptoms may be 
relieved by vomiting. 

Roentgen diagnosis depends upon the detection of 
an opacity overlying the cardiac opacity with sharply 
defined borders. The borders represent the distended 
pericardium. The presence of air, fluid, or opaque 
medium within the pericardium is almost pathogno- 
monic of hernias into the pericardium. 


Traumatic diaphragmatic hernias 


This type of hernia is steadily increasing in mod- 
ern times because of the increasing number of auto- 
mobile accidents. Carter** found that 90 per cent of 
strangulating hernias had a traumatic background. 
Strangulation was the result of torsion or a discrep- 
ancy between the size of the herniated viscus and the 
rent in the diaphragm. Vascular stasis with thrombosis 
and gangrene may follow. 

The deceleration type of injuries are common 
causes of these hernias, but any blunt thoracoabdomi- 
nal trauma may be responsible. Forces directed toward 
the lumbar area are most frequently associated with 
rupture of the diaphragm. The direction of the force 
is not too important since the shock wave is distributed 
in all directions in the abdomen. Since the diaphragm 
offers the least resistance, it suffers the most. The 
liver protects the diaphragm on the right, but ruptures 
do occur on that side. Forces directed to the thoracic 
cage alter its contour, leading to rupture. This type 
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of trauma is more likely to be the etiologic mechanism 
of right-sided tearing. 

There is another type of traumatic hernia which 
may not be thought of as being traumatic in origin, 
but actually is: Hernias occurring through a dia- 
phragmatic counterincision. The increasing number of 
thoracoabdominal operations accounts for the increase 
in this type of hernia. Wound dehiscence with herni- 
ation of abdominal contents is a serious complication.*® 

There are actually two types of traumatic dia- 
phragmatic hernias: direct and indirect. The direct 
type results when the diaphragm is pierced by any in- 
strument. The indirect type results from a sudden in- 
crease in intra-abdominal or intrathoracic pressure 
such as crushing or violent flexion. In the latter type, 
rupture may occur anywhere in the diaphragm, includ- 
ing the points of embryonic fusion. Most rents occur 
at the dome and posterior half of the diaphragm.”® 

Symptoms of herniation develop soon after the in- 
jury in most cases; however, they may not appear for 
years or never appear. There may be no symptoms 
at all initially, or there may be pain over the thorax 
with altered cardiorespiratory function, with such dis- 
orders as dyspnea, cyanosis, tachycardia, hypotension, 
or mediastinal shift. Attention may be drawn to other 
bodily injuries and diaphragmatic tear not considered 
until strangulation has occurred and obstructive phe- 
nomena are manifested. Mortality increases when 
strangulation 

Three clinical phases have been described: acute 
or immediate phase, chronic phase, and intermediate 
or dramatic phase.'* The acute phase manifests itself 
with any or all of the acute symptoms of traumatic 
thoracic and abdominal situations. The patient in the 
chronic phase gives a history of trauma followed by 
epigastric distress, gaseous eructations, postprandial 
discomfort, obstipation, and shoulder discomfort asso- 
ciated with eating. The intermediate phase presents 
itself with signs and symptoms of high or low intes- 
tinal obstruction depending upon what portion of the 
intestinal tract is incarcerated. One may not associate 
this acute attack with the initial trauma because of the 
interval between trauma and acute symptoms. 

Complete gastrointestinal and chest x-ray exami- 
nation should be carried out on all patients suspected 
of having traumatic hernias. Sharp tenting of the left 
leaflet of the diaphragm or obliteration of the left cos- 
tophrenic sulcus, or any unexplained density in the 
base of the left lung resembling an unresolved pneu- 
monia, in connection with a history of trauma, should 
be carefully analyzed. At times the hernia may appear 
as a neoplasm-like rounded shadow in the base of the 
left lung, which cannot be separated from the hemi- 
diaphragm. Evidence of old fractured ribs with the 
above findings is strong evidence of traumatic dia- 
phragmatic hernia.** In the erect position, films of the 
thorax may reveal fluid and air levels. A double gas 
bubble or air-containing loculus may be visualized, in- 
dicating the supradiaphragmatic and infradiaphragma- 
tic portions of the stomach. A gastric fluid level may 
be seen in either or both portions of the stomach. 
Pleural effusion may obscure the supradiaphragmatic 
portion.** 

Lower lobe atelectasis and pneumothorax are sug- 
gestive criteria for hernia. The use of contrast medium 
may not be advisable at the time of acute symptoms 
because of the possibility of intestinal perforation and 
peritoneal reaction. Contrast medium may not reveal 
the hernia because an obstruction of flow into the 
stomach may result from torsion or incarceration.’ 
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Summary 


1. Herniation through the diaphragm is a clinical 
entity that is being recognized more frequently today. 
The apparent increase in the number of hernias is not 
because of an actual increase in the number of herni- 
ations developing, but rather the improved diagnostic 
acumen of the clinician and the radiologist. 

2. The points of embryonic fusion of the dia- 
phragmatic components are the most frequent sites of 
herniation with the exception of those caused by 
trauma. 

3. Any factor tending to increase intra-abdominal 
pressure may be responsible for producing a dia- 
phragmatic hernia. 

4. Harrington’s classification of diaphragmatic 
hernias appears to be most suitable for clinicians and 
radiologists. His classification of hernias as traumatic 
or nontraumatic, with subclassifications of the non- 
traumatic hernias as congenital and acquired, greatly 
aids in the proper identification of the hernia. 

5. Esophageal hiatus hernia is the most common 
type of diaphragmatic hernia, with the paraesophageal 
form being the most prevalent. 

6. The symptoms of diaphragmatic hernia may be 
absent, mild, or severe, and are often bizarre. The 
most common symptom is epigastric pain which is 
relieved by ingestion of a warm drink or arising and 
walking about. 

7. Bleeding and ulceration are the most common 
complications. The bleeding may vary from slight ooz- 
ing to massive hemorrhage. 

8. Roentgenography is the only means of making 
an accurate diagnosis of hernia. It is indispensable 
to the surgeon as a means of describing the type of 
hernia and its contents. The technic of examination 
varies with radiologists. Awareness of the possibility 
of the condition is more prevalent today than formerly. 

9. The differential diagnosis of diaphragmatic 
hernias presents many problems. Cholecystic, gastric, 
esophageal, and thoracic diseases are most often con- 
fused with diaphragmatic hernias. Better diagnostic 
acumen is decreasing the number of erroneous diag- 
noses. 

10. Other nontraumatic hernias such as foramen 
of Morgagni hernias, pleuroperitoneal hernias, perito- 
neopericardial hernias, and congenital absence of the 
hemidiaphragm are relatively infrequent. The symp- 
tomatology depends upon the size of the defect and the 
hernial contents and position. These hernias are usually 
incidental findings during routine chest roentgen- 
ography. 

11. Traumatic herniations of the diaphragm may 
result from direct injury to the diaphragm by an in- 
strument or indirect causes such as violent flexion of 
the body. The symptoms may appear immediately or 
several years later. The hernial contents vary with the 
size and location of the defect. Traumatic herniations 
are becoming more prevalent because of an increasing 


number of automobile accidents. 
Metropolitan Hospital 
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Restate; rephrase; 
reinterpret 


Within recent years, the A.O.A. House of Dele- 
gates clearly: defined as the first objective of the osteo- 
pathic profession, “to make available to the public the 
best health care.” None would disagree! But who will 
turn commitment into action? Such dedication goes no 
further than does President Coolidge’s story of the 
minister’s position on sin—he was against it. Truisms 
in all fields of activity tend to command lip service and 
little more. 

Voluntary membership organizations, of which the 
American Osteopathic Association is an example, do 
speak collectively for their members; and more often 
than not they go far beyond mere lip service to initiate 
activities that culminate, sooner or later, in distinct 
achievements. 

Yet, service organizations often are criticized as 
conservative and reactionary by their own members. 
What the members do today—say these critics—their 
organization will not think about until tomorrow. 

Forty years ago such criticism was valid. In to- 
day’s era of world-wide revolution, however, there are 
few groups that are not re-examining and attempting 
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to restate their purposes and their methods of attaining 
those purposes. More often than not the lag—both in 
thinking and in activities through which thinking be- 
comes concrete—is on the part of the critics. 

Many A.O.A. members are not aware that their 
own legislative (House of Delegates) and administra- 
tive (Board of Trustees) agencies are sharply con- 
scious of the challenges imposed on them by the osteo- 
pathic and the medical situations today as reflected by 
the two analogous professions. Doctors sense these 
challenges as related to the health needs of a great 
nation in its attempts to keep itself stable in a world 
whose foundations are being shaken. Alongside these 


challenges, our self-centered concerns as individuals 


seem petty, indeed. 

Is organized osteopathy speaking in breadth for 
the profession it represents? Is it preparing better to 
meet its share of the nation’s health needs? Is it alter- 
ing its scientific, educational, and social programs to 
the degree necessary to keep the profession abreast of 
a medical world in transition? 

These questions were clearly answered in the af- 
firmative recently through three separate meetings held 
in the A.O.A. Central Office. The three were of a 
unity in that their participants were engaged in restat- 
ing, rephrasing, and reinterpreting three areas of pro- 
fessional activity. The April Journat in its A.O.A. 
Activities section reported in detail on the meetings and 
their personnel—the third A.O.A. Research Confer- 
ence, the Seminar on the Teaching of Osteopathic 
Theory and Practice, and the Committee on Standard 
Nomenclature. 

In this issue THE JouRNAL is privileged to publish 
official abstracts of the papers read at the Research 
Conference, March 7 and 8. They will be found on 
pp. 597-602 and are preceded by a brief statement of 
the aims and policies of the Conference by its chair- 
man, Price Thomas, D.O., Kirksville. 

The papers abstracted were reports of projects 
under way, as well as some partially developed or pro- 
posed. The Conference afforded an opportunity for 
younger researchers to exchange ideas, to engage in 
mutual discussion of method and content, and to benefit 
from their encounter with more mature investigators 
present. Such conferences are not the place where fin- 
ished papers are presented, and the published abstracts 
do not purport to be such. 

The path of scientific research is a path, no broad 
boulevard. It is a path toward reality. Men stay on it 
through directions that must be verified at every turn. 
The moment an investigator ceases to observe the rules 
he is off the path. And there is no scientific method— 
there are only scientific methods. Every generation of 
young investigators must be exposed to these scientific 
precepts, which are made real for them by the sharp 
give and take that are essential to the development of 
technical papers. 

Those who read these A.O.A. Research Confer- 
ence abstracts, therefore, will not look for proof of 
osteopathic theory or explanations of what has been 
empirically a useful modality, manipulative therapy. 
The papers abstracted represent the struggle to achieve 
enlightenment on biologic processes in general, thereby 
providing more illumination for the specific biologic 
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processes underlying the osteopathic contribution to 
human health. 

Research under osteopathic auspices is research of 
a type not adequately done under other auspices. The 
1959 Conference kept itself true to the declared policy 
(1952) of the A.O.A. Bureau that sponsored the cur- 
rent meeting—to find ways to add to the “constantly 
growing reservoir of basic knowledge regarding the 
human body and its frailties from which understanding 
may be derived to provide a basis for the development 
of superior techniques for the betterment of health.” 

All three meetings had in common two character- 
istics: they are continuing groups, and their commit- 
ment is to self-scrutiny in their relation to medical 
teaching under osteopathic auspices. Scrutiny leads to 
honest criticism, which in turn demands constant re- 
examination and revision. 

The Seminar on the Teaching of Theory and 
Practice, in its fourth successive meeting, continued its 
search for relatively simple ways of explaining and 
teaching the diagnostic and therapeutic procedures that 
particularly characterize osteopathic practice. 

The smallest group of the three, the Committee on 
Nomenclature, again had under study the definition of 
terms used in the area being examined by the Seminar. 
Although the assignments of the Seminar and the 
Committee lie in overlapping fields, what is being ac- 
complished is supplemental, one to the other. A specific 
demarcation of their activities—exploration and ex- 
amination by the Seminar, definition by the Committee 
—results in a productiveness otherwise impossible. The 
personnel of both groups consists mainly of strategy- 
makers and teachers of teachers. What is being sought 
by Seminar and Committee alike is a new way to insure 
preservation of old values and to adapt them to the 
demands of a new day. 

The close working relationship between the Semi- 
nar on Teaching Theory and Practice and the Commit- 
tee on Nomenclature is evidenced by the fact that the 
Seminar, since its first meeting in 1955, has had under 
study methods for developing procedures and objec- 
tives used in structural diagnosis and manipulative 
therapy, including the substitution of terms meaningful 
today for “outmoded or incorrect words and phrases.” 
The redefinition of “outmoded or incorrect words and 
phrases” is a task to which the Committee on Nomen- 
clature is especially directed. 

The Seminar has under review the available scien- 
tific laboratory information concerning the character- 
istics of the “osteopathic lesion” which might be used 
in the clinical recognition and evaluation of that syn- 
drome. The chairman, Dr. J. S. Denslow, stated the 
problem as follows: “Through the years we have found 
that there are so many tissues involved in these lesions 
and so many technical difficulties inherent in studies 
of their many different characteristics that it appears 
quite unlikely that we can develop . . . a test, or even 
a series of tests, to diagnose, with objective laboratory 
procedures, the very complex disturbances involved in 
such lesions. Indeed, it is now obvious that it will be 
necessary to have much more information concerning 
important normal mechanisms before a firm under- 
standing regarding certain of the pathologies involved 
can be reached.” 
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Seminar participants generally grant that the term 
“osteopathic lesion” is no longer definitive, and that its 
usage can lead to misunderstanding except among os- 
teopathic groups. Under study are substitute terms 
that can be made understandable to nonosteopathic bi- 
ologists, multiple terms applicable to definable syn- 
dromes. Osteopathic terminology of earlier years sug- 
gested that the profession’s practice was based on a 
monistic theory of disease. Whether or not that is true 
is now a matter only of academic interest. But it is a 
fact that a good deal of armchair reasoning about os- 
teopathy as a healing art has lent strength to the con- 
tention of its critics that it was monistically based. On 
the contrary, however, osteopathic practice as generally 
conducted over the decades has not been based on any 
single concept. 

The Seminar’s re-examination of the teaching of 
theory and practice of osteopathy is directed toward 
greater consistency in practice among osteopathic phy- 
sicians, hence a higher level of medical care. 

Today’s physicians—medical and osteopathic—are 
so technically directed (with the diagnostic laboratory 
on one hand and the pharmaceutical house on the other) 
that they have neither the time, the opportunity, nor 
the disposition to ascertain their true position in rela- 
tion to today’s complex of scientific knowledge. 

Often doctors of osteopathy are frustrated by 
theories expressed in the language of an earlier day, 
meaningless today unless they are reinterpreted for the 
new generation. The osteopathic physician at mid-cen- 
tury does sense the values inherent in his profession, 
values he is losing because he cannot identify them for 
himself. The D.O. needs help in justifying for himself 
his position in a medical world embroiled in conflict 
and change. 

No more positive thing is being done for osteop- 
athy today than the work of the Seminar in its attempt 
to rephrase the intellectual pattern of osteopathy and to 
mark out its goals. 

Seminar discussions provide the grist for a mill—- 
that of the Committee on Nomenclature. It is its re- 
sponsibility to provide the simplest and most accurate 
definitions of the terms used in describing osteopathic 
diagnosis and treatment. 

There is at present no nomenclature that describes 
and defines functional disabilities accurately and pre- 
cisely. It is the endeavor of the Committee to prepare 
a glossary of such terms, with definitions that are con- 
sistent with current scientific usage. Under Chairman 
Strachan the Committee will also continue its study of 
words and phrases that should be excluded because 
they have become meaningless in the light of more ac- 
curate knowledge. 

The Committee on Nomenclature will ask for ad- 
vice from the profession, especially from the various 
teaching groups of organized osteopathy—for example, 
the specialty colleges, who will be asked to submit lists 
for processing. 

The significance of all three groups, concerned as 
they are with restatement, rephrasing, and reinterpreta- 
tion, has been put succinctly in a statement by Dr. 
Denslow—that their accomplishments “might well start 
an entirely new chapter in the progress of our pro- 
fession.” 


Journat A.O.A., 


Committee MODERN journalism rates 

an advisory board as de- 

on A.O.A. sirable rank editors of the 

Publications official publications of vol- 

untary membership organi- 

zations. Such a board has 

as its primary concern the principles, policies, and 
continuing appraisal of the publications. 

For more than a decade, A.O.A. publications have 
intermittently had ad hoc committees to study specific 
publication needs and to consult with the Editor on 
the implementation of plans to meet those needs. 

Appointment of a permanent advisory committee, 
as reported in the A.O.A. Activities section of the 
April JouRNAL, is a positive move towards effective 
linking of the Association’s publications with its mem- 
bership. The Committee on A.O.A. Publications ap- 
pointed by President Northup in July 1958 is made up 
of men experienced in general organizational policy, 
and well able to serve as interpreters of editorial policy 
and practice to the A.O.A. membership at large. 

For 8 years the present Editor has greatly bene- 
fited from a broad policy of consultation with A.O.A. 
members, unofficial and informal in nature and di- 
rected to specific problems. Notable was a profession- 
wide sampling in 1952 on the meaning of “the osteo- 
pathic concept.” This resulted ‘in. responses from the 
great majority of the 500 osteopathic physicians invited 
as individuals to present and discuss their definition 
of “the concept,” but not for publication. These letters 
had great value to the Editor in that they identified 
sectors of the profession and helped in marking out its 
goals. 

In the many instances where THE JoURNAL has 
sought the opinion of persons representative of various 
intraprofessional groups, the respondents have indicated 
keen interest in the exploration and restatement of their 
purposes and goals as they conceived them. In order 
to obviate slanted replies, the method of selecting re- 
spondents has been in accord with standard sampling 
methods. 

For more than a decade the editors have kept in 
touch with the profession through consultants invited 
to an editorial luncheon, which is held each year during 
the A.O.A. Convention. Usually more than twenty 
people are invited to the luncheon, to consider infor- 
mally and unofficially problems about which consulta- 
tion and advice are needed. Since the problems differ 
from year to year, the list of guests changes, but always 
they are representative persons known to have a genuine 
interest in A.O.A. publications. These meetings also 
afford a continuing reappraisal of the publications, 
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especially of THE JouRNAL, and have been most pro- 
ductive. 

All of these unofficial methods of ascertaining the 
profession’s thinking will be continued, for the purpose 
and the function of the A.O.A. Committee on Publica- 
tions will be of broader scope, dealing with matters 
of planning, management, and control of the publica- 
tions, and acting as the official agency for A.O.A. 
publications and of the A.O.A. Board. 

At no time in A.O.A. history has its editorial staff 
had so full a quota of technically and professionally 
trained and experienced people as now. It is most im- 
portant, however, that there be an official editorial com- 
mittee made up of physicians acquainted not only with 
A.O.A. policy generally but also with editorial policies 
and practices. Such a committee would be able to 
advise the technical staff on A.O.A. policy in the event 
that the Department were deprived for one reason or 
another of the administration of a D.O. editor. The 
A.O.A. Committee on Publications is in itself evidence 
of the profession’s maturing organizational health and 
wise foresight. 

By the creation of a permanent advisory commit- 
tee to its Editor, the Association’s Board of Trustees 
follows those principles that have been tested by au- 
thorities in the field and found to lend purpose, signifi- 
cance, and power to the official journals of voluntary 
membership organizations. 

In this connection, THE JouRNAL would recom- 
mend to osteopathic editors an essential working tool— 
The Official Magazine—editorial and management poli- 
cies for voluntary membership organizations. It may 
be obtained at $1.00 a copy by writing: Dr. Arthur H. 
Rice, Editor, The Nation’s Schools, 900 North Lake 
Shore Drive, Apartment 2107, Chicago 11, Illinois. 

First published in 1949, the 150-page book remains 
the one basic document available in this area of jour- 
nalism practice. It is upon such a basis that A.O.A. 
publications are being conformed. 


Meeting THE APRIL JourNAL’s Spe- 
cial Article, to which our 
of East 


readers’ attention is called, 
and West “The Functional Capacities 
of a Yogi,” has significance 
that is wider than the bi- 
zarreness that the title holds for the superficial reader, 
deeper than the unilateral purpose served by the physi- 
ologic facts recorded (additional insight into an effec- 
tive, practical medicine), and far more profound than 
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the scientific observations made under the conditions 
stated. 

It is an interesting coincidence that several months 
later a study similar to that reported in the article was 
undertaken at the medical center of one of the Nation’s 
great universities. This investigation, however, was 
released to the press and given popular reporting in 
one of the nation’s mass-circulated news magazines 
(Newsweek, November 19, 1958, “Yoga—Why is 
it?”’). 

Within an analogous framework of investigation, 
the December 1958 Research Reviews, Office of Naval 
Research, reported on a study of the “Responses of the 
Australian Aborigine to Cold.” One of the team of in- 
vestigators, H. T. Hammel, Department of Physiology, 
School of Medicine, University of Pennsylvania, for 
the benefit of those who are inclined to ask “So what!” 
of such studies, made this comment: 

Toward what end do these findings contribute? Biologists 
have always been excited about studying isolated systems be- 
cause of the possibility of discovering unique responses to 
different sets or even the same set of environmental components. 
The aborigine constitutes one such system. But there are many 
others. 

The “other” systems to which Hammel refers 
may be extended beyond those of the biologic sciences 
to the social—ideologies, cultures, and civilizations that 
break into countless disciplines. 

Of such studies as these THE JOURNAL suggests 
that the coincidental appearance is more than a happen- 
stance and that the motivation that prompts such 
studies at the present time is more than pursuit of the 
esoteric, the occult, or even the scientific. 

Western man has come a long way since Kipling 
wrote: East is East and West is West/and never the 
twain shall meet. The West seemed unaware of its own 
pretentiousness at the end of World War I, fought as 
it was “to save the world for democracy”! Then the 
idea of world-wide ideologic conflicts was purely aca- 
demic. Now the nations are well into the second decade 
of the peace following World War II, a peace whose 
chief characteristic is a Cold War. Actual conflicts are 
found at all levels of society. Much more than peace 
hangs in the balance—the question is mankind’s pos- 
sible annihilation. Man’s greatest enemy is not disease, 
not noxious influences that assail him from without, 
not the incubus of man’s animal body, but a demonic 
will to destroy himself and his kind. 

In the human situation today, it is not men that 
are sick, it is society. The vast storehouse of modern 
medical knowledge holds little that can cope with so- 
ciety’s ills. Man has dedicated himself and his works 
to death and destruction. 

The conflicts between traditional democracies and 
communistic states, between Jewish aspiration and a 
rank-growing Arab nationalism, between a Western 
continent that is white and an African continent that 
is black, are symptoms of a world-wide psychosocial 
pathology ; all must be faced and if possible resolved, 
if man is to survive. They will scarcely be faced and 
resolved in practice at high-level conferences within 
the halls of parliaments or the United Nations. 

The world’s problem is not political or scientific, 
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moral or social. Despite truths implicit in Marxian 
determinism, it is not economic. It is philosophic. And 
it is more. The basic problem is fundamentally meta- 
physical and therein its solution lies hidden. World 
scholars point out that no problem in society, science, 
or life is fully understood until its grounds in the met- 
aphysical nature of things is discovered. And metaphys- 
ics is the key to Eastern life. The major ideologic 
conflict that confronts the world, therefore, is that 
between the ways of the West and those of the East. 
Mankind faces but one question; one problem is put 
to men to solve. How can the permanent values of 
Western science and the genius of Asia be conserved? 
Deep as are the conflicts between them, these values 
would supplement and reinforce each other, were they 
understood. 

Here the issue is not a simple one between the 
good and the bad. The conflict is between different 
conceptions of what is good. Each are partial values 
which must be reconstructed and reconciled and re- 
formed and the unique achievements of East and West 
united, so that each culture supplements and reinforces 
instead of combating and destroying the other. 

How can minor findings of physiologic facts in 
one small college of medicine and the results of a simi- 
lar investigation in a university school of medicine be 
placed within so large a philosophic, social, and political 
framework as set up in the preceding paragraphs? 
Truth most often manifests itself to men in unrelated 
moments of exploration, observation, and investigation, 
and only as a patch. Revelation speaks in a soft voice 
and in many languages. 


“Safeguards UNDER THIS heading THE 
and Journat (August 1955) 
first asked the question that 
hucksters” faces every doctor daily: 
How can I be sure that a 
particular product is the 
best and safest to prescribe for my patient? 

Editorially THE JouRNAL pointed to four sources 
of criteria available to the physician as guarantees that 
the drugs he uses are pure, have standard potency, and 
are truthfully and informatively labeled. 

The four bases for criteria can scarcely be restated 
too often. They are: (1) Investigations, reports, and 
policies coming out of U.S. Government agencies such 
as (a) Food and Drug Administration, (b) National 
Institutes of Health, especially the Laboratory of Bi- 
ologics Control of the National Microbiological Insti- 
tute, (c) Bureau of Narcotics, (d) Federal Trade 
Commission, and (e) the Post Office Department op- 
erating under the Postal Fraud Laws; (2) the reports 
of the Council on Pharmacy and Chemistry of the 
American Medical Association, which are excellent 
sources of information, especially the annual publica- 
tion, New and Nonofficial Remedies; (3) the standards 
and practices of the ethical drug manufacturers; and 
(4) the individual physician’s lively sense of profes- 
sional ethics. 

It is the growing ethical consciousness of pharma- 
ceutical houses that THE JouRNAL would emphasize in 
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this comment. Although drug manufacturing is busi- 
ness, it is being increasingly influenced by the social im- 
plications of professional ethics generally and medical 
ethics specifically. 

Tangible evidence of this fact has recently ap- 
peared and should be made known to all physicians. On 
January 9, 1959, the Board of Directors of the Phar- 
maceutical Manufacturers Association adopted a state- 
ment of principles long held by leaders in the industry 
but for the first time put into a uniform code. This 
statement speaks best for itself : 


We, members of the Pharmaceutical Manufacturers Asso- 
ciation, recognizing our responsibilities and obligations to 
promote the public welfare and to maintain honorable, fair, and 
friendly relations with the medical profession, with associated 
sciences, and with the public, do pledge ourselves to the follow- 
ing statement of principles: 

1. Prompt, complete, conservative and accurate information 
concerning therapeutic agents shall be made available to the 
medical profession. 

2. Any statement involved in product promotional commu- 
nications must be supported by adequate and acceptable scientific 
evidence. Claims must not be stronger than such evidence war- 
rants. Every effort must be made to avoid ambiguity and im- 
plied endorsements. Whenever market, statistical or background 
information or references to unpublished literature or observa- 
tions are used in promotional literature, the source must be 
available to the physician upon request. 

3. Quotations from the medical literature or from the per- 
sonal communications of clinical investigators in promotional 
communications must not change or distort the true meaning of 
the author. 

4. If it is necessary to include comparisons of drugs in 
promotional communications, such comparisons must be used 
only when they are constructive to the physician and made on a 
sound professional and factual basis. Trademarks are private 
property that can be used legally only by or with the consent of 
owners of trademarks. 

5. The release to the lay public of information on the clin- 
ical use of a new drug or to a new use of an established drug 
prior to adequate clinical acceptance and presentation to the 
medical profession is not in the best interests of the medical 
profession or the layman. 

6. All medical claims and assertions contained in promo- 
tional communications should have medical review prior to their 
release. 

7. Any violation of these principles brought to the attention 
of the President of the Pharmaceutical Manufacturers Associa- 
tion shall be referred by him to the Board of Directors. 

P.M.A.’s statement of principles lends additional 
support to the comment that appeared in the August 


1955 A.O.A. JouRNAL: 

There is but one way for the physician to judge the relia- 
bility of any drug house, and that is to check its background 
and examine its business practices. . . . Questionable business 
practice which violates every tenet of medical ethics and turns 
the physician into a middleman for a drug house is the hole 
through which the drug huckster crawls. .. . The drug market 
is a highly competitive one, but, despite this fact, leadership in 
the rise of ethical standards has come from reputable pharma- 
ceutical houses themselves—that leadership is a hallmark of 
their reliability. 

An ethical pharmaceutical industry can go only so 
far. The physician is the keeper of his own conscience 
who must check the reliability of a drug house, ex- 
amine its business practices, and cultivate his sense of 
discrimination between ethical pharmaceutical houses 
and the hucksters. Hucksters, more often than not, 
masquerade under the trappings of respectability to 
defy detection. 

The statement of the Pharmaceutical Manufactur- 
ers Association is a challenge to all physicians to make 
its principles stick. 
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Responsibility RESPONSIBILITY for the 
number of cases of para- 

you cannot lytic polio that will occur in 
evade’ the United States in 1959 


rests heavily on physicians 

—certainly to the degree 
that they fail their obligation, as community health 
leaders, to gain vigorous cooperation in educating the 
public on the need for full immunization (four injec- 
tions of Salk vaccine). The warning has been sounded 
by authorities at the national level. Millions under 40 
years of age—the group that calls for universal im- 
munization—have had not even one injection. Among 
these are more than 6,000,000 children under the age 
of 5. And this preschool group is the one most serious- 
ly threatened by paralytic polio. 

The physician must do much more than passively 
render technical skill, or conduct a one-man campaign 
among his own clientele. To be really effective he 
must help to organize his neighborhood by getting the 
facts to every local group with which he is in contact, 
from his luncheon group to the P.T.A. and church so- 
cieties. To whom can a community turn for health 
leadership if not to their physicians? 

In this issue, THE JouRNAL furnishes its doctors 
with the facts as set forth by high authority. This is 
the reason for its presentation of an unpublished report 
on poliomyelitis in the United States by Alexander D. 
Langmuir, M.D., Chief of the Epidemiology Branch, 
Communicable Disease Center, Atlanta, Georgia. Dr. 
Langmuir’s paper was prepared for the Scientific Sym- 
posium on the Vaccine that was held early in January 
1959. under the auspices of the School of Public 
Health, University of Michigan, Ann Arbor. It is a 
historic document charting medical advance but also 
carrying a prophetic warning. 

All professional and voluntary health organiza- 
tions and civic groups, whether or not they have ever 
been concerned with polio or polio vaccination, must 
join now in a vigorous, nationwide effort to make 
polio a thing of the past. 


American 1° !TS NEAR neighbor, the 
American Dental Associa- 
dentistry tion, the American Osteo- 
1859-1959 pathic Association offers 


heartiest congratulations on 

its one hundredth anniver- 
sary. Nineteen hundred and fifty-nine marks a century 
of health service rendered to the American people by 
the dental profession. 

Through their own Association, doctors of osteop- 
athy would express to doctors of dentistry appreciation 
for the cooperation they have shown through the years, 
as they worked together to help meet the Nation’s 
health needs. From osteopathy’s beginnings, relations 
between the two professions have been of the best. 
Members of the dental profession have always recog- 
nized that osteopathic physicians are at one with them 
in purpose—“to encourage the improvement of the 
health of the public” (A.D.A. Constitution). And in 
its founding years, members of the younger profession 
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needed the encouragement afforded by an acknowledg- 

ment of their professional status. The A.O.A. is privi- 

leged to offer to the dental profession its tribute of 
special gratitude. 

Dentistry in the United States was first recognized 
in 1840 as a profession separate from that of medicine. 
Its birth date as an organized profession was August 3, 
1859, when 26 dentists, meeting in Niagara Falls, New 
York, established the first permanent dental organiza- 
tion. Dentistry is now the second largest health pro- 
fession in the United States, and seven of every eight 
practicing dentists are members of the American Dental 
Association. After a hundred years, there are 90,000 
professional descendants of the original 26. 

The history of dentistry in the United States is 
one of progress in dental health. It points clearly to 
the creative leadership of organized dentistry through 
the A.D.A., its fifty-four constituent societies in the 
states. and* dependencies, and 450 component societies 
throughout America. 

The educational program by which members of 
any profession become qualified is an accurate meas- 
urement of its standards. Modern dental education is a 
distinct achievement of the A.D.A. Through its Coun- 
cil on Dental Education, an administrative and accredit- 
ing agency, the public is guaranteed that the profes- 
sional training of dentists and of auxiliary dental per- 
sonnel is of the highest caliber. In 1958 there were 
forty-seven dental schools in the United States, all as- 
sociated with universities (an educational goal not at- 
tained by any other profession in the United States) 
and many with teaching hospitals. More than 50 per 
cent of the dental students of the past decade had a 
college degree before entering their professional school. 
The Council’s aptitude-testing program, involving more 
than 5,000 prospective students annually, assures prom- 
ising students for dentistry and lessens the number of 
academic failures. 

Specialty education in dentistry is regulated by 
seven specialty boards that conduct examinations and 
grant certificates in the fields of oral surgery, oral pa- 
thology, orthodontics, pedodontics, periodontics, pros- 
thodontics, and dental public health. In 1958, some 
22,000 graduate dentists were enrolled in continuation 
courses and special clinics. The Council also conducts 
a program of accreditation of hospital internships and 
residencies, and in 1958 there were approved programs 
for 332 dental interns and 161 dental residents. 


Basic to dental education is dental research, which 
has been sponsored by the A.D.A. since 1916. Govern- 
ment recognition of the high place of dental science 
came in 1948, with the establishment of the National 
Institute of Dental Research as one of the National 
Institutes of Health at Bethesda, Maryland, under the 
direction of the Department of Health, Education, and 
Welfare. During the next year the Government will 
start construction on a new building to house Institute 
facilities, now scattered. 

The profession’s centennial year observance will 
be nationwide, with its high point reached at the 5-day 
Centennial Session of the A.D.A. to be held in New 
York City, September 14-18. It is estimated that at- 
tendance will range between 20,000 and 25,000 with 
possibly 2,000 guests from other countries. The Fed- 
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eration Dentaire Internationale will meet jointly with 
A.D.A. Simultaneous translations in English, French, 
German, and Spanish will be used at all general meet- 
ings and at selected scientific programs. 

The United States Post Office will mark the Cen- 
tennial by issuance of a dental health postage stamp to 
be placed on first-day sale September 14, 1959, in New 
York City. For osteopathic philatelists who will want 
first-day covers, arrangements for ordering will be an- 
nounced later. The dental stamp is one of but nineteen 
authorized by the U.S. Post Office among approximate- 
ly 2,000 requests for the issuance of commemorative 
stamps. 

Those osteopathic physicians who are acquainted 
with the activities of the American Osteopathic Asso- 
ciation through organizational service will especially 
appreciate the heavy responsibility that rests upon the 
American Dental Association as the voluntary organi- 
zation of a great profession. These men understand the 
dedication, devotion, and sacrifice demanded for decades 
by the effort to secure high standing for their profes- 
sion. But the entire osteopathic profession will be 
stimulated and encouraged by the 100-year record of a 
great Association that has not been without its strug- 
gles to maintain its profession as separate and inde- 
pendent from other health agencies. The American 
Dental Association faces its second “Century of Health 
Service” with confidence in its strength and with right- 
ful pride. American dentistry is part and parcel of the 
great technical achievement of the West, and a gift 
to the health knowledge of the world. And the A.D.A. 
is the instrument that has made this a reality. 


OSTEOPATHIC physicians 
will be interested in 3-week 
postgraduate course in psy- 
chosomatic medicine and 
psychotherapy to be pre- 
sented at the Kansas City 
College of Osteopathy and Surgery from June 1 to 19. 
Consult the April Forum for further details. The class 
will be limited to thirty so that each member may be 
assured of individual guidance and instruction. The 
American Hospital Association recently affiliated with 
the National Health Council. Dr. Norvin C. Kiefer, 
then president of the Council, welcomed the move as a 
significant step in maintaining and expanding oppor- 
tunities to work together on the part of all those who 
have a concern for America’s health. Other recent ad- 
ditions to the membership of the Council include the 
American Medical Association and the American Col- 
lege of Preventive Medicine. Membership in NHC is 
now sixty-eight> qThe March 1959 issue of the 
American Journal of Public Health made special men- 
tion of the recent HEALTH article on the National Insti- 
tutes of Health as interesting and informative. f[.. 

it is not desirable that we think alike, but it is desirable 
that we think together.”” This excerpt from the presi- 
dential address of Dr. George W. Northup was reprint- 
ed recently in an issue of The Journal of the American 
Dietetic Association, giving proper credit to the Jour- 
NAL OF THE A.O.A. and to Dr. Northup. 
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ALEXANDER D. LANGMUIR, M.D.7+ 
Atlanta, Georgia 


am HAVE the time, the place, and the 
occasion conspired more appropriately for a progress 
report on the conquest of poliomyelitis. Since April 
1955, four polio seasons have passed. Accomplishments 
have been substantial indeed, but much remains to be 
done. 
The main accomplishments to date include: 
1. Since April 1955, over 230 million doses of 
polio vaccine have been shipped for domestic use. This 
is enough to provide the full course of three doses for 


‘more than 70 million persons. Since May of 1955 no 


untoward incident involving the safety of this vaccine 
has been reported. 

2. A comprehensive system of nationwide sur- 
veillance of poliomyelitis and poliolike diseases has 
been established. No large national control program 
has ever been guided so closely by current epidemio- 
logic facts. 

3. The occurrence of polio cases has been greatly 
reduced. The former upward trend in the nation has 
been reversed. The epidemiologic pattern of the cases 
now occurring is distinctly different from the charac- 
teristic behavior of the disease in the prevaccine period. 

4. The evidence is impressive for the degree and 
duration of vaccine effectiveness. 

The remaining problems to be solved include: 

1. Over 50 million people under 40 years of age 
remain unvaccinated or incompletely vaccinated. The 
job of achieving full immunization of the 110 million 
people in this population age group is only half com- 
plete. Progress toward this goal was distressingly slow 
in 1958. 

2. The recent rapid decline in national incidence 
of polio has been halted. In fact, the latest figures for 
1958 show an ominous rise over 1957. 

*From the Communicable Disease Center, Public Health Service, 
U.S. Department of Health, Education, and Welfare, Atlanta, Georgia. 
Prepared for the Scientific Symposium on Poliomyelitis Vaccine held 


under the auspices of the School of Public Health, University of Michi- 


gan, Ann Arbor, January 6, 1959. 
+Dr. Langmuir is chief, Epidemiology Branch, Communicable Disease 


Center. 
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FIGURE 1 
ANNUAL POLIOMYELITIS INCIDENCE RATE 
IN THE UNITED STATES, I91I0—1958 
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3. Severe epidemics occurred in 1958. The tragedy 
is that these were avoidable. 

The overriding conclusion to be drawn from the 
past 4 years’ experience is that the program has been 
soundly laid. All the evidence confirms the results of 
the Francis Report on the effectiveness and mode of 
action of polio vaccine. The scientific knowledge and 
the technical “know-how” are at hand to complete the 
job. The conquest of paralytic poliomyelitis is in sight 
through universal immunization of the population 
under 40 years of age. With proper organization and 
persistent effort this can be achieved. 


Incidence 


Figure 1 shows the annual attack rates for the total 
reported cases since 1910, The year 1916 was a unique 
epidemic year, followed by a relatively low and variable 
incidence until the early 1940’s. Beginning in 1942 
there was a sharp upward trend until the record epi- 
demic year in 1952. Moderately high rates were re- 
corded in 1953 and 1954, with a steep downward trend 
during the past 4 years. In 1958, however, the smooth 
decline was halted. The preliminary total of reported 
cases will be about 6,000, at least 500 cases higher than 
the final total for 1957, an increase of almost 10 per 
cent. 

The story for paralytic cases is more disturbing. 
In 1958 a higher proportion of recorded cases was 
paralytic. The excess of paralytic cases this year over 
last will probably be 1,000, an increase of 40 per cent. 
This is a danger signal that calls for careful reappraisal 
of the whole national program. 

Where polio occurred in 1958 is shown in Figure 
2. In seven states attack rates for paralytic cases ex- 
ceeded 3.0 per 100,000. In former years such rates 
would hardly have been considered to be at the epi- 


FIGURE 2 
PARALYTIC POLIOMYELITIS — 1958 _ 
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FIGURE 3 
PARALYTIC POLIOMYELITIS — UNITED STATES 
AGE SPECIFIC ATTACK RATES: 1952, 1955-1958 
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demic level. A major epidemic occurred in Detroit, 
Michigan; epidemics of considerable severity also oc- 
curred in the metropolitan area of northern New Jersey 
and in the Virginia-West Virginia mountains. Small 
localized outbreaks appeared in San Antonio, Texas, 
and in a Blackfeet Indian Reservation in Montana. 
These will be described in greater detail later. 


Age distribution 


The age distribution of poliomyelitis (Fig. 3) has 
always been an epidemiologic characteristic of prime 
interest and importance. Studying the changes of the 
past 4 years has contributed significantly in guiding 
the control program and in revealing the effectiveness 
of the vaccine. Figure 3 shows age-specific attack rates 
for paralytic cases for these years. The comparable 
data for 1952 are also shown. Rates for individual 
years of age are charted up to age 14. A different 
number of states is included for each year and the data 
for 1958 are not yet complete; therefore the absolute 
level of the rates shown is not relevant, but the propor- 
tionate changes by age are most revealing. 

The curve for 1952 is typical of a prevaccine year. 
The attack rate under 1 year of age was moderately 
low, reflecting the near absence of the disease under 6 
months of age. This immunity of infants is ascribed 
to transplacental transfer of antibodies from the 
mother. From 1 to 8 years of age there is a sustained 
high incidence followed by a slow but steady decline 
to age 14. Unfortunately, adequate national data for 
paralytic cases among older teen-agers and adults for 
1952 are not available. 

In 1955, the first year of the polio vaccine, the 
shape of the age distribution curve was essentially 
similar to that of 1952, except for a sharp drop in 
attack rates among 7- and 8-year-old children with a 
relative rise in rates among 9- and 10-year-olds, con- 
tinuing into the 11- to 14-year age group. These re- 
markably low rates among the 7- and 8-year-olds can 
be associated with the fact that the supplies of vaccine 
in 1955 were limited, immunization being restricted 
largely to first and second grade children. Approxi- 
mately 75 per cent of the pupils in these two grades 
received either one or two doses of vaccine in the 
spring of 1955. These children were largely 7 and 8 
years old and clearly a definite degree of protection 
was conferred even by the partial course of immuniza- 
tion that they received. 

In 1956 an abrupt change in the age pattern of 
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polio was observed. The peak incidence occurred at | 
year of age, after which there was a steep decline in 
attack rates with each increasing year of age. The low- 
est rates occurred in the well-immunized cohort then 
8 and 9 years old. A plateau of moderate attack rates 
continued from ages 10 to 30. The greatest relative 
decline occurred in the age groups from 2 to 14 years; 
the least decline occurred under 2 years of age and 
among adults. 

In 1957 and 1958 the general character of the age- 
specific curves is similar to that of 1956. The peak in- 
cidence was still among the l-year-olds. The lowest 
rates are still clearly discernible in the well-immunized 
cohort, 9 and 10 years old in 1957 and 10 and 11 
years old in 1958. There was a relatively greater de- 
cline in attack rates among adults from 1956 to 1957 
than there was from 1955 to 1956. A slight further 
relative decline occurred among adults in 1958. 

These changes can be associated with the selective 
utilization of polio vaccine over this period of 3% 
years. The continuing low attack rates in the cohort 
of children that were 7 and 8 years old demonstrate 
not only a substantial protective effect of the vaccine 
against paralytic disease but also show that its duration 
of immunity continues over at least a 3-year period. 
To be sure, in 1956 the low rates can be explained 
by assuming that this cohort was receiving third or 
booster shots while their colleagues in upper and lower 
grades were receiving only their primary first and sec- 
ond inoculations; thus the original group still would 
be somewhat better immunized. In 1957 and 1958, 
however, with the widening span of immunization and 
with long enough time elapsing for a complete series 
for all school children, one would expect an equalizing 
of the immunity status. If the duration of effectiveness 
of the vaccine was short, a matter of only 1 to 2 years, 
the immunity of the original cohort should wane. Since 
lower rates continued in this cohort, persistence of 
immunity is evident. 

The changes in age-specific attack rates in other 
ages also reflect the effectiveness of the vaccine. By 
the summer of 1956 substantial amounts of vaccine 
had been available for children in all primary school 
grades and for pregnant women. Intensive immuniza- 
tion of preschool children was under way in many but 
not all areas of the country. Teen-agers, high school 
students, and adults had received only a little. It can be 
seen that the greatest relative decreases in 1956 oc- 
curred among the best vaccinated age groups. 

In January 1957 an intensive national campaign 
of polio vaccination was inaugurated with the sponsor- 
ship of the American Medical Association, the Na- 
tional Foundation, the Public Health Service, and 
many local health and medical agencies. The response 
was overwhelming. A backlog of more than 25 million 
doses of vaccine, then in storage, was exhausted in a 
6-week period. New production was in great demand. 
During the 6-month period from January through June 
of 1957, over 60 million doses were shipped, and dur- 
ing the next 3 months an additional 24 million doses 
were distributed. The marked reduction in incidence 
of paralytic disease that affected all age groups in 1957 
presumably reflects at least in part the extent of the 
immunization achieved. 

From October 1957 to the present time, the de- 
mand for polio vaccine has fallen to a disturbingly low 
level. During 1958 less than 50 million doses were 
distributed within the country. Recognizing that the 
number of new births per year now exceeds 4 million, 
the maintenance level of vaccine distribution just to 
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immunize the new babies with a full course of three 
inoculations will approximate 12 to 15 million doses. 
The excess over this minimum maintenance level dur- 
ing 1958 was only about 36 million doses, or enough 
to fully protect 12 million persons. Since more than 
50 million persons remain in the unvaccinated or in- 
completely vaccinated group, a large group of sus- 
ceptible persons still exists to support future epidemics. 

These susceptibles are not uniformly spread over 
the country, but rather are concentrated in certain 
areas in well-defined pockets, which might be called 
“soft spots.” Some of these “soft spots” were the 
sources of epidemics in 1958; others undoubtedly exist 
as potential foci of future epidemics. They primarily 
include groups of preschool children in crowded urban 
areas. Also certain specially isolated, ethnically distinct 
groups have remained unvaccinated for economic, re- 
ligious, or other reasons. Sound planning for the con- 
quest of polio must include the identification of all of 
these “soft spots” and then the designing of suitable 
local programs to correct the deficiencies. 


Occurrence in vaccinated persons 


Further incidence of vaccine effectiveness is shown 
by a study of the history of immunization among re- 
ported cases of paralytic and nonparalytic disease. All 
states have joined with the Communicable Disease 
Center in the collaborative polio surveillance program. 
In 1958 individual case reports have been submitted 
and tabulated so far on about two thirds of the total. 
The data for the paralytic cases are shown in Table I. 
Slightly more than 50 per cent of the cases occurred in 
the 0- to 4-age group and more than two thirds devel- 
oped in unvaccinated children. The proportion of cases 
appearing in children with a history of three or more 
inoculations, the so-called triply vaccinated cases, is 
shown in the right-hand column. Interpretation of 
these percentages requires comparison with similar 
figures for the nonparalytic cases and for the total 
population. These are shown in Table IT. The data for 
triply vaccinated paralytic cases are drawn from the 
preceding table. The data for nonparalytic cases come 
from similar surveillance reports from the states. The 
data for the total population were generously provided 
by Dr. Monroe Sirken of the National Office of Vital 
Statistics and are based on a random sample survey of 
35,000 families conducted by the Bureau of the Census 
in September 1958. 

On the basis of this survey, it may be seen that 
only 45.3 per cent of preschool children in the country 
were triply vaccinated. Approximately three fourths 
of the 5-to-9- and 10- to-14-year age groups received 


TABLE I—REPORTED PARALYTIC CASES OF POLIOMYELITIS 
IN THE UNITED STATES DURING 1958, BY AGE 
AND VACCINATION STATUS* 


Age Per cent 
group Number of inoculations triply 
Pain Total vaccinated 
0 1 2 

0-4 749 9 71 1,008 8.8 

5-9 2 341 19.6 
15-19 71 — 108 15.7 
20-39 242% 2 341 9.4 

40+ 28 2 — 1 — 31 32 
Totals 1,380 173 151 237 10 1,951 127 


_ ., "Preliminary data tabulated through December 29, 1958, based on 
individual surveillance reports submitted by all states. 
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TABLE II—POLIOMYELITIS IN THE UNITED STATES IN 1958: 
PROPORTIONS OF REPORTED CASES HAVING THREE OR 
MORE VACCINE INOCULATIONS BY AGE, COMPARED WITH A 
RANDOM SAMPLE OF THE TOTAL POPULATION 


Proportion “triply vaccinated” 


Age Paralytic Nonparalytic Total 
group cases* cases population} 

0-4 8.8 25.1 45.3 

5-9 19.6 46.7 73.5 
10-14 33.6 50.8 74.9 
15-19 15.7 45.6 52.4 
20-39 9.4 17.9 26.2 
40+ 32 10.3 6.7 
Totals 12.7 Ea 36.3 


*Preliminary data tabulated through December 29, 1958. 
tDerived from a National Survey in —— 1958 through courtesy 


of Dr. Monroe G. Sirken, National Office of Vital Statistics. 


three or more doses. The proportion falls to 52.4 for 
older teen-agers and to only 26.2 per cent for adults 
from 20 to 39. 

The effectiveness of the vaccine against paralytic 
polio is demonstrated by comparing for each age group 
the percentages in the left-hand column with those in 
the right-hand column. For each group, without excep- 
tion, the proportion of paralytic cases that were triply 
vaccinated is markedly lower than the comparable pro- 
portion in the random population sample. If the vac- 
cine were ineffective, the proportions could be expected 
to be similar. The degree of difference permits a rough 
calculation of effectiveness. This comes out to be in the 
range of 75 per cent. 

It has been widely accepted that polio vaccine is 
ineffective against the nonparalytic form of the disease. 
The data in Table II tend to refute this concept. For 
all age groups up to 39 the proportions of nonparalytic 
cases (middle column) are lower than those for the 
total population. These consistent differences indicate 
a definite protective effect of the vaccine. The degree 
of the protection conferred cannot be measured because 
it is known that many of the cases reported as non- 
paralytic polio are actually aseptic meningitis due to 
ECHO and Coxsackie viruses and to other causes. 
Vaccine cannot be expected to protect against these 
diseases. If these erroneous diagnoses could be elimi- 
nated from these figures, the proportions shown in the 
central column would be lowered considerably and 
might well approach those in the left-hand column. 
It is clear that polio vaccine has a protective effect 
against the nonparalytic form of poliovirus infection. 


Epidemics in 1958 


The three main polio epidemics in 1958 vividly 
illustrate the localized character of such outbreaks in 
the postvaccine period. They help to pinpoint the 
problems that remain to be solved. 

Polio epidemics have always tended to be some- 
what spotty and unpredictable, but in the prevaccine 
period, it was usual for epidemics to extend over 
rather wide areas, embracing a series of contiguous 
counties or even whole states or groups of states. When 
a polio epidemic involved a larger city, it was almost 
always widely and quite evenly spread among all sec- 
tions. It was no respecter of political or socioeconomic 
boundaries. Outbreaks often tended to appear first in 
crowded slum areas, to spread rapidly within these 
groups, and to involve predominantly the preschool age 
groups. In the more comfortable peripheral and sub- 
urban areas of a city the epidemics usually developed 
more slowly and involved more school-age children 
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FIGURE 4 


POLIOMYELITIS - DETROIT, 1958 


NONPARALYTIC CASES 315 


and even some adults. But when the attack rates for 
the whole epidemic were determined, they usually were 
about equal for all socioeconomic levels of the area, 
and sometimes the rates were higher in the upper eco- 
nomic classes. 

In 1958 this characteristic pattern has radically 
changed. Epidemics have been sharply concentrated in 
specifically defined ethnic groups and to distinct geo- 
graphic areas. Within single cities, attack rates have 
been dramatically different among various sections and 
socioeconomic classes. The outstanding and consistent 
feature of this new pattern is that epidemics have 
selected only poorly vaccinated populations. 

The data on the Detroit epidemic have been gen- 
erously made available by Dr. Joseph G. Molner, Com- 
missioner of Health, and Dr. Albert E. Heustis, State 
Health Officer. 

This epidemic was the most severe one in the 
nation. A total of 625 cases were reported, of which 
50 per cent were paralytic. This was the second most 
severe epidemic in the history of the city. Type I polio- 
virus was predominant, but some cases of Type III 
virus also appeared. The epidemic began late in July, 
rose to a peak by mid-September, and declined through 
October. Sixty per cent of the victims were under 5 
years of age. Only 5 per cent of these patients had 
received three doses of vaccine. 

As shown in Figure 4, the paralytic cases were 
concentrated in the central sections of the city. Those 
are the areas of poorest socioeconomic conditions, 
greatest crowding, and most poverty, and also the low- 
est level of polio immunization. Only a slight scattering 
of cases occurred in the peripheral areas where the 
middle- and upper-class homes are located and where 
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the population is relatively well immunized against 
polio. When attack rates are calculated for the central 
areas of the city alone, epidemic levels are found that 
exceed all previous records in the city. These rates 
were eighteen times higher than those in the peripheral 
areas. 

The nonparalytic cases also tended somewhat to 
concentrate in the center of the city, but many more 
cases occurred throughout the peripheral areas as well. 
Most of these nonparalytic cases were not caused by 
polioviruses and should not be counted as part of the 
polio epidemic; thus the distribution of the paralytic 
cases more properly described the character of the 
polio epidemic in Detroit. The epidemic was limited 
to specific geographic areas and concentrated among 
essentially unvaccinated preschool children. 

The data for the northern New Jersey epidemic 
were generously provided by Dr. Daniel Bergsma and 
Dr. William Dougherty of the State Health Depart- 
ment. A total of 136 cases were reported from the 
three metropolitan counties of Essex, Hudson, and 
Bergen, comprising a little over 2 million population. 
Seventy-five per cent of the cases were paralytic. Both 
Type I and Type III viruses were prevalent. The epi- 
demic began early in July, peaked in early September, 
and essentially ended by mid-October. Forty-six per 
cent of the paralytic cases were in children under 5 
years of age. Only 4 per cent of these patients had 
received three doses of vaccine. 

The distribution of the cases is shown in Figure 
5. The paralytic cases are limited primarily to the 
densely crowded urban areas in the eastern part of 
Essex and Hudson counties. Only scattered cases ap- 
peared in the more suburban areas of western Essex 
and Bergen counties. The nonparalytic cases, however, 
were more widely distributed. As in Detroit, the polio- 
myelitis epidemic selected unvaccinated preschool chil- 
dren in well-defined geographic locations. 

The data for the Virginia-West Virginia outbreak 
have been compiled from Surveillance Reports sub- 
mitted by the states and made available by Dr. Mack I. 
Shanholtz and Dr. N. H. Dyer, State Health Officers. 

The epidemic embraced twenty-nine counties in 
the Appalachian Mountain soft coal mining regions. 
A total of 202 cases were reported, of which three 
fourths were paralytic. The epidemic occurred in typi- 
cal midsummer fashion. Fifty-seven per cent of the 
paralytic cases were in patients under 5 years of age. 
Only 6.2 per cent had received three doses of vaccine. 
The distribution of the cases is shown in Figure 6. 
This epidemic was much more extensive in its distribu- 


FIGURE 5 
POLIOMYELITIS—NEW JERSEY —1958 
Essex, Hudson and Bergen Counties 
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FIGURE 6 
POLIOMYLITIS -VIRGINIA ,WEST VIRGINIA-1958 
PARALYTIC CASES 


tion, but still was largely confined to economically de- 
pressed soft coal mining communities. While many 
of these are small and might be classed as rural, the 
actual living conditions in the narrow mountain valleys 
of this area, with dense crowding and poor housing, 
have many similarities to urban slums. Vaccination for 
poliomyelitis had been largely ignored. 

The pattern of the outbreaks in San Antonio, 
Texas, and the Blackfeet Indian Reservation in Mon- 
tana was very similar in their localization to special 
groups of unvaccinated children. 


Discussion 


The ominous rise of 40 per cent in the incidence 
of paralytic polio in 1958 over 1957 calls for all of 
us who are concerned with the conquest of polio to 
pause a moment, to reappraise our situation, and to re- 
direct our efforts. Where have we failed? Is the prob- 
lem due to lack of sufficient scientific knowledge? Has 
some new mechanism appeared in the biologic balance 
between polioviruses and man that permits viruses to 
survive and plague us? Is new basic research the only 
hope of a solution? Or is our failure a failure of 
application? Have we sufficiently applied our existing 
knowledge to achieve its full potential ? 

A categorical answer can be given. We have failed 
in application. While research still has much to offer 
in the development of new or better vaccines and in 
furthering our incomplete knowledge of the epidemiol- 
ogy of poliovirus infection, the evidence is clear that 
present knowledge and present tools properly applied 
will achieve substantial reduction of paralytic polio- 
myelitis. 

The distribution of 230 million doses of vaccine 
without untoward incident attests to its safety. The 
changing age distribution of paralytic cases in relation 
to vaccine usage, and the occurrence of paralytic dis- 
ease largely among unvaccinated persons attest to its 
effectiveness. The continued low attack rates among 
the cohort of children who received preferential im- 
munization in 1955 shows a gratifying duration in the 
immunity conferred by the vaccine. 

Without question, 1958 was a higher incidence 
year than 1957. Polioviruses spread more widely and 
caused significantly more paralytic disease in spite of 
the fact that some 30 million doses of vaccine were 
distributed between October 1957 and July 1958, thus 
increasing considerably the immunity level of the na- 
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tion. In spite of this, the higher rates in 1958 cannot 
be explained on the basis of waning immunity. No 
evidence supports such a conclusion. Rather, all evi- 
dence points to the limitation of the paralytic form of 
the disease largely to unvaccinated or only partially 
vaccinated persons. Epidemics in 1958 were limited 
sharply to specific groups among the least vaccinated 
populations in the country. 

It must be concluded that 1957 was a low-inci- 
dence year both as a result of widespread use of vac- 
cine and because of natural causes.as yet too poorly 
understood. Conversely, 1958 must have been a high 
incidence year because of other poorly understood 
causes. In both years the incidence was remarkably 
lower than would have been expected had no vaccine 
been used. 

Epidemiologic knowledge does not permit a fore- 
cast of whether 1959 will, from natural causes alone, 
be a higher or a lower incidence year than 1957 or 
1958. We can predict with confidence, however, that 
with intensification of our efforts to the achievement 
of substantially higher levels of immunity in the total 
population, the actual incidence of paralytic disease 
again will progressively decline. When we eliminate 
the “soft spots,” the areas of unvaccinated or poorly 
vaccinated populations, particularly in our cities and 
other crowded urban type communities, epidemics of 
the type observed in 1958 will disappear. 

These immunization goals can only be reached by 
well-planned local organization. We no longer can 
solely rely on broad-scale publicity programs, or clinics 
in schools, or on the parents of all unvaccinated chil- 
dren to seek out the service spontaneously. Public 
health officials have learned from the diphtheria expe- 
rience of previous decades and from all types of per- 
sonal health programs that these must be organized on 
a local neighborhood basis. 

Careful surveys should be conducted in every city 
of the country. These can be performed in a quick and 
practical fashion and serve to delineate the location 
and extent of the unimmunized areas. Once identified, 
it is the classic function of the public health depart- 
ment to coordinate and guide the local program. The 
help of all official and voluntary health and medical 
agencies and local citizens’ groups is needed to achieve 
success. In executing the program there is no approach 
as effective as the face-to-face interview on a door-to- 
door basis. The necessary services must be available 
within the customary reach and within the economic 
capability of each family. 

Once the “soft spots” have been eliminated by 
specially designed programs, and once a high level of 
immunity has been reached, the job is not finished. A 
continuing persistent program of adequate immuniza- 
tion of all infants during their first year of life 
is essential. In the past 3 years peak incidence has oc- 
curred between 1 and 2 years of age. If the immuniza- 
tion program lags for only a short time a group of 
susceptible children will rapidly accumulate and con- 
stitute a potential epidemic threat. 


In the final conquest of poliomyelitis, new and 
unanticipated problems may still be encountered. Such 
has been the rule in the conquest of other diseases. 
From the progress over the last 4 years, however, and 
from an analysis of the problems of 1958, no technical 
barrier can now be visualized that will hinder substan- 
tial further progress. With the achievement of essen- 
tially universal immunization of the population under 
40, we should achieve essential elimination of paralytic 
poliomyelitis. This goal is well within reach. 
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A Message from the President 
of the American Osteopathic Association 


P Public relations! This is the magic term of 
the twentieth century. As with many other broad, 
encompassing terms, considerable misunderstand- 
ing has developed concerning the meaning of the 
words themselves. Too many consider publicity 
and public relations to be synonymous. Publicity 
is but a part of the broader subject. 

The American Osteopathic Association has a 
broad and rapidly developing public relations pro- 
gram. One of its major goals is to properly in- 
form the public concerning the osteopathic pro- 
fession in general, and its services in particular. 

The first step in developing such a program 
begins within the profession itself. Osteopathic 
physicians need constantly to better their under- 
standing of themselves and each other. 

Through THE JouRNAL, THE Forum, and the 
Newsletter of the Division of Public and Profes- 
sional Service, effort is made to provide better 
intraprofessional communication. Accurate knowl- 
edge brings understanding. This year I have not- 
ed occasional misunderstanding between individ- 
uals and groups. Almost without exception I have 
discovered the reason to be a lack of information. 
A by-product of occasionally poor intraprofes- 


sional public relations is that of reaching incorrect 
conclusions on the basis of incomplete knowledge. 
Too often we judge problems from our own iso- 
lated positions. When reached in this way, the 
judgment is often self-centered. We must avoid 
individual and hence organizational myopia. 

In this world of ours, personal or organiza- 
tional isolationism is poor public relations. In a 
profession the size of ours, we can ill afford to 
banish a man of ideas because his approach does 
not agree with ours. 

During this year every effort has been made to 
develop intraprofessional understanding and co- 
operation. In part this program has succeeded. Yet 
broad areas of confusion and misunderstanding 
remain. Before we can achieve a truly successful 
program of development for this profession, we 
must stabilize our own position. Understanding, 
good relations, and faith must be firmly estab- 
lished within before we merit them from without. 
In order to meet the problems of our time we 
must share observations. We must realize that 
our viewpoint is but part of the whole. 

It is necessary that we develop the fine art of 
disagreement. Everyone has the right to express 
his views. They may be constructive, confusing, 
even destructive. But every person has the right 
to state them, and to expect them to be judged 
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on their merits. His challenge and obligation is 
to speak with thoughtfulness and clarity. Too 
often we oppose a man rather than his ideas. A 
friend once remarked to me that it is necessary 
to learn how to dislike a man’s ideas without dis- 
liking the man. 

/ntraprofessional relations are the cornerstones 
of interprofessional relations, and there is still a 
great need for better understanding between pro- 
fessions. Some fear this, on the basis that we 
might have to give up something to achieve it. 
Actually, the converse is true. Real cooperation 
and understanding are never based on domina- 
tion. Domination belies the very spirit of coop- 
eration. 

In reality all groups must give, if any are to 
receive. “Third party medicine,’ educational 
problems, patient care—all of our basic problems 
are shared by other groups. To provide solutions, 
all groups that are directly or indirectly related to 
the problems need to be considered. 

Finally, all these factors are necessarily brought 
to bear in our relations with the public in general. 


The public expects a profession to understand it- 
self. It expects related professions to work to- 
gether. It provides our recognitions and is the 
recipient of our services; it has the right to ex- 
pect us to explain our programs. 

The ability to think together, agreeably if not 
in agreement, may well determine the future of 
the medical world in which we move. The power 
to achieve sound public relations among ourselves, 
among related health organizations, and with the 
general public will continue to be a major factor 
in determining the destiny of our osteopathic pro- 
fession. Mobilization of public relations forces 
among medical groups in general may well de- 
termine the course of all medical practice. 

To the constructive use of all these forces, the 
American Osteopathic Association dedicates itself. 


104 S. Livingston Avenue, Livingston, New Jersey 
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Attend! 


If associations are to retain their vigor, it is essential that their members come together from time E 
to time to discuss their problems, exchange experiences, enjoy one another. In professional asso- 
ciations, annual conventions serve this purpose. They offer a yearly renewal in things educational, 
scientific, technical. The caliber of the annual meeting of any association reflects unerringly the 
caliber of its members—their quality, their standards, their intent—True B. Eveleth, Executive 
Secretary, American Osteopathic Association. 


Journat A.O.A. 


The Osteopathic Profession 
and Public Service 


> Nowhere are opportunities for 
public health service more clearly 
presented than in the National 
Health Forum, the annual meeting 
of the National Health Council. 
Nowhere is this one fact more forci- 
bly brought home: Effective health 
service is performed through coop- 
eration. In today’s pattern, no per- 
son stands alone. 


This, in the consensus of repre- 
sentatives of the American Osteo- 
pathic Association who attended, is 
the burden of the message of the 
1959 Forum, held in the Palmer 
House in Chicago in mid-March, 
and devoted to the subject, “The 
Health of People Who Work.” Of 
the seven osteopathic physicians 
who serve on the National Health 
Council, these five were present: as 
A.O.A. delegates, Drs. Floyd F. 
Peckham, Alexandria Bay, N.Y., 
Alexander Levitt, Brooklyn, and 
True B. Eveleth, Chicago ; Dr. Rob- 
ert D. Anderson, Philadelphia, as a 
member of the National Advisory 
Committee on Local Health Depart- 
ments; and Dr. Charles W. Sauter, 
II, Gardner, Massachusetts, as a 
member of the Committee on State 
and Local Health Councils. Dr. 
Eveleth also represents the A.O.A. 
as agency executive. 

Also in attendance was Dr. Theo- 
dore- F. Classen, Warrensville 


Heights, Ohio,’ chairman of the 


A.O.A. Bureau of Industrial and 
Institutional Service, and author of 
the new pamphlet, “Industrial 
Health Program—Planning and Or- 
ganization” (more on page 594). 
The other A.O.A. representatives on 
the Council are Drs. William B. 
Strong, Brooklyn, member of the 
Committee on Health Education, 
and Leonard V. Strong, New York 
City, on the Committee on Research. 


The general purpose of this year’s 


Health Forum, according to Philip 
E. Ryan, executive director of 
NHC, was to bring together diverse 
interests in the field of industrial 
health, and, through a series of dis- 
cussions, to cover a multitude of 
things, large and small, national and 
local, that can be undertaken by in- 
dividuals and organizations “to 
clarify what we know, to help us to 
know more, and to apply that 
knowledge to protect and improve 
the health of the people who work.” 

To clarify the value of the Forum 
to members of the osteopathic pro- 
fession, Association attendants had 
this to say: 


Dr. Peckham * The National 
Health Council grows steadily in 
strength and importance. There is 
no organization in the country that 
can do more than this one to help 
the healing ‘professions broaden 
their service to society. The Council 
is attuned to the needs of America, 
and has worked out the means of 
meeting them. The value of NHC 
membership, as far as the osteo- 
pathic profession is concerned, lies 
in the help it can give individual os- 
teopathic physicians in cooperating 
in national, state, and local health 
programs. 

The Hon. Arthur S. Flemming, 
Secretary of Health, Education, and 
Welfare of the United States Pub- 


lic Health Service, keynoted the 
_Chicago Forum. He said he con- 


siders with great seriousness any 
recommendations made by the 
Council. 

This group, of which the Associa- 
tion is a part, will probably eventu- 
ally have more influence in Wash- 
ington than any other where na- 
tional health is concerned. It repre- 
sents all but two of the national 
volunteer and government agencies 


working for the health and welfare 
of the people of America, Our mem- 
bership opens for us one of the 
greatest opportunities we have had 
to stand forth as citizens and physi- 
cians. 


Dr. Sauter + Asa member-of the 
NHC Committee on State and Lo- 
cal Health Councils, my interest at 
the Forum centered on discussions 
of state and local relationships 
among forces that are concerned 
with health—management, labor, the 
home, the professions, and official 
and voluntary agencies. I am inter- 
ested in how all these forces are 
pooling their efforts, and in how the 
osteopathic profession is cooperat- 
ing. 

As I sat in the meetings, I asked 
myself: Is our profession doing its 
part for public health? Are we 
training students in our colleges to 
assume their community responsi- 
bilities? Do our hospitals take part 
in community health programs? Do 
our physicians offer their services ? 

As an Association, we hold mem- 
bership in a powerful force for 
health. As a member of one of its 
committees, and as a member of 
our own Association, I ask myself 
a question that I now pass on: Are 
we proving to be good National 
‘Health Council members? I shall 


Largest and most beautiful fountain in the 
world is Chicago's Buckingham . Memorial 
Fountain in Grant Park, within easy distance 
of the Palmer House, 1959 convention hotel. 
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Ruth B. Ed.D. 


be pleased to receive from members 
reading these questions the answers 
they may have for them. 


Dr. Levitt + For many years I have 
been concerned with two aspects of 
today’s society: how we are to care 
for our aging population, and how 
we are to keep our environment 
free of pollution (JourNaL, April, 
page 529). I find the work of the 
National Health Council in these 
areas encouraging, in that it coordi- 
nates the experience and effort of 
the various forces concerned: in- 
dustry, medicine, health depart- 
ments, and local and state agencies. 

It goes without question that both 
subjects command the attention of 
physicians. Degenerative disease 
and conditions of environment are 
of vital concern. We as members of 
the osteopathic profession must use 
every possible means to meet the 
problems they present. The Nation- 
al Health Council offers us a way. 
It is up to us to make the most of it. 


Dr. Anderson + So staggering is 
the amount of work to be done in 
public health and welfare that the 
only way lies in cooperation. For 
15 years I have been engrossed in 
the methods and trends of official 
and voluntary agencies, and in their 
increasing importance in public 
welfare. I have long been convinced 
that no body of people, whether in 
labor, industry, communities, or the 
professions, can meet our health 
problems by working alone. 

Now, as A.O.A. representative 
on the NHC National Advisory 
Committee on Local Health Depart- 
ments, I can see this need as it ap- 
plies to cities, counties, and towns. 
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The National Health Council was organized in 1921. Its first directory listed 
10 members; now there are 68. Fifty are active members, and are associations 
of health professions, welfare groups, and voluntary agencies devoted to the 
alleviation of particular diseases and disabilities; 7 are advisory bodies of the 
United States Public Health Service; 11 are associate and sustaining mem- 
bers. The American Osteopathic Association has been a member since 1954. 


Newly installed president of NHC is Ruth B. Freeman, Ed.D., associate pro- 
fessor of Public Health Administration, School of Hygiene and Public 
Health, Johns Hopkins University. 


I was interested, in the recent meet- 
ings at the Forum, to see how in- 
dustry, volunteer agencies, and 
community groups are dividing re- 
sponsibility with local health’ de- 
partments. 

The problems of health depart- 
ments, however, are basically the 
problems of physicians. Every doc- 
tor, if he is to carry his weight in 
his community, must lead in pro- 
grams of health and welfare. 


Dr. Classen + The focus of this 
year’s Health Forum, “The Health 
of People Who Work,” was of spe- 
cific interest to me as chairman of 
the A.O.A. Bureau of Industrial 
and Institutional Service. I found 
the discussions of the inter-relation- 
ships of management and labor and 
of voluntary and official health 
agencies informative and interest- 
ing. But I came away with a sober- 
ing realization: these people look 
to physicians and members of allied 
health professions to provide lead- 
ership in matters of industrial and 
community health. This is a chal- 
lenge we as physicians must meet. 

It is up to doctors to participate 
in and organize meetings of local 
health committees, work out pro- 
grams for action, lead in setting 
community sights in matters of 
health preservation. They must 
work to relieve shortages of indus- 
trial physicians, hygienists, nurses. 
They must lead in the education of 
both management and labor, partic- 
ularly in small plants. In all things 
pertaining to health, doctors must 
lead the way. 

As members of the osteopathic 
profession, we increasingly 
aware of the opportunity open to 


us in the industrial and institutional 
service. Some of us are serving as 
industrial physicians; more should 
be doing so. Our colleges should 
offer courses in industrial medicine, 
should present occupational medi- 
cine as a possible specialty. Backed 
by the assistance open to us through 
both the National Health Council 
and the A.O.A. Bureau of Indus- 
trial and Institutional Service, we 
should, in every community we 
serve, become a part of industrial 
and community health programs. 


Dr. Eveleth + Members of the os- 
topathic profession, whether we will 
or not, are members of a complex, 
growing partnership dedicated to 
the work of attaining the fullest 
possible health for all people. Only 
by participating in these national, 
state, and local health programs do 
we fully discharge our obligations 
as physicians. Doctors cannot do it 
by standing aloof. 

All physicians want to prevent 
and treat disease. They want to im- 
prove living conditions for their pa- 
tients. Alert, truly responsible phy- 
sicians do it by serving with health 
and welfare agencies. The common 
meeting ground for these agencies, 
the place to discuss problems and 
exchange experiences, is the Na- 
tional Health Council. More than 
sixty health and welfare agencies 
make up its membership. It knows 
the Nation’s health needs, works 
out the machinery for meeting them. 

The American Osteopathic Asso- 
ciation is a member of the National 
Health Council. We must, as a pro- 
fession, avail ourselves of its op- 
portunities to serve the people of 
America. 


Journac A.O.A. 
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DEPARTMENT OF 


Bureau of Public Education on Health 


Conference discusses legal 
aspects of research 


>» The hodge-podge of laws and 
regulations now governing medical 
research obstructs and imperils 
progress in the life sciences, accord- 
ing to Dr. Lester R. Dragstedt, 
president of the National Society 
for Medical Research, and professor 
of surgery at the University of Chi- 
cago School of Medicine. To bring 
order into this chaotic situation, the 
Society, in conjunction with the 
University of Chicago, has called 
the first National Conference on the 
Legal Environment of Medical Sci- 
ence, to be held May 27 and 28 on 
the University of Chicago campus. 

“Because in 39 states you can 
will your automobile, your house, 
or your bank account, but cannot 
bequeath your cornea to an eye 
bank, or your own body to a medi- 
cal school for research, scientists 
are facing a critical lack of mate- 
rials for research in anatomy, pa- 


PUBLIC AFFAIRS 


thology and organ transplants,” Dr. 
Dragstedt stated. “Medical progress 
is thwarted by jerry-built laws which 
were enacted before the possibilities 
of modern medical science appeared 
on the horizon.” 

Medical scientists are also unsure 
about their responsibilities toward 
human volunteers serving in trials 
of new medical treatments. Prob- 
lems such as this, according to Dr. 
Dragstedt, have stimulated the So- 
ciety, whose membership includes 
all accredited medical schools and 
most medical research associations, 
to issue a call for clarification of 
standards. 

Participants in the Conference 
will include scientists, legal scholars, 
religious leaders, and _ representa- 
tives of various affected businesses. 
Attention will focus on medical ex- 
periments on human subjects, medi- 
cal studies involving the use of 
dead human bodies, and medical ex- 
periments on animal subjects. 

The Conference has grown out 
of the work of a standing commit- 
tee of NSMR under the chairman- 
ship of Dr. Oliver P. Jones, head 


of the anatomy department of the 
University of Buffalo Medical 
School. The committee was orig- 
inally established to investigate the 
scarcity of cadavers for anatomic 
studies. 

The Conference will attempt to 
reach agreements on ethical stand- 
ards for the experimental use of 
human volunteers, cadavers, and 
laboratory animals, and will seek to 
develop principles for a model legal 
code to govern research in medicine. 
Chairmen of the various sections 
include: Rev. Thomas J. O’Donnell, 
S.J., regent, Georgetown University 
School of Medicine, human experi- 
mentation; Dr. Russell T. Wood- 
burne, professor of anatomy, Uni- 
versity of Michigan School of 
Medicine, problems of autopsy- 
transplants ; and Dr. William T. S. 
Thorp, dean of the College of Vet- 
erinary Medicine, University of 
Minnesota, animal experimentation. 

Conference secretary is Dr. Irv- 
ing Ladimer, an authority on the 
legal and ethical aspects of medical 
research on human beings. He was 
formerly associated with the Na- 
tional Institutes of Health, and 
served as secretary of the Clinical 
Research Committee. The address 
of the National Society for Medical 
Research is 920 South Michigan 
Avenue, Chicago 5. 


Grant Park, one of the four in the chain of parks that extend along Michigan Avenue in Chicago's famous lakefront plan. In the center 
foreground is the band shell, where the summer concert season will be at its height when members of the profession are in Chicago for 


the Association's 63rd Annual Convention. 
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HEADQUARTERS ACTIVITIES 


Klobnak elected director of 
Camp Fire Girls Council 


> Robert A. Klobnak, P. & P.S. 
director, has been made a member 
of the Board of Directors of the 
Chicago Area Council of the Camp 
Fire Girls. His election for a 3-year 
term took place at the annual Coun- 
cil banquet, held April 13 in the 
auditorium of the Prudential Build- 
ing. 

Mr. Klobnak acted as director 
of publicity for the Chicago Coun- 
cil’s annual Wampum Koundup, 
conducted February 1 to March 1. 

Among others who are serving 
on the board are Milburn P. Akers, 
editor, Chicago Sun-Times; J. W. 
Young, assistant to the president 
of the Sears-Roebuck Foundation ; 
and Herbert J. Smith, president of 
Curtiss Candies. 


A.O.A. produces booklets, 
public relations kit 


> Of importance to practicing 
osteopathic physicians is the booklet 
just issued by the A.O.A. Bureau 
of Industrial and Institutional Serv- 
ice, of which Dr. Theodore F. 
Classen, Warrensville Heights, 
Ohio, is chairman. 

Titled Industrial Health Program- 
Planning and Organization, the 
16-page pamphlet discusses the 
function of the industrial health 
unit; the types, qualifications, and 
duties of industrial physicians and 
nurses; the facilities and equip- 
ment of an industrial health unit; 
and the operation of industrial 
health plans. Its conclusion points 
to needs and possibilities in this 
area, urges an increasing number 
of osteopathic physicians to develop 
the skills and knowledge for this 
type of medical service. 

Also in the hands of divisional 
society secretaries and hospital ad- 
ministrators is an easy-to-read and 
colorful kit, What about Public 
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Relations, produced by the Division 
of Public and Professional Service. 
Three information-packed book- 
lets deal with public relations in 
general, with newspapers, and with 
radio and television; well-annotated 
sample interviews and news stories 
explain the 5 W’s of newspaper re- 
porting. This kit should prove in- 
valuable to public relations chairmen 
of both the profession and auxiliary. 
It is available upon request to the 
Division of P. & P.S., American 
Osteopathic Association, 212 East 
Ohio Street, Chicago 11. 

Also in professional and auxiliary 
circulation is Why Give?—the new 
Osteopathic Progress Fund booklet. 
Robert Bennett, OPF director, is 
its author. 


A.O.A., visitors 


> Two French students, with their 
interpreter, visited Central Office 
April 13, to discuss requirements 
for entrance in an osteopathic col- 
lege. They were Andre Bouchet, 
Nice, and Christian Tiesdaniel, 
Paris. Other visitors during April 
included : 

Drs. R. N. MacBain, Chicago; 
H. Dale Pearson, Erie, Pennsy!- 
vania; Marcheta L. Field, Spring- 
field, Illinois ; Paul E. Kimberly, St. 


Petersburg, Florida; W. F. Lueb- 
bert, St. Louis ; Hooker N. Tospon, 
St. Joseph, Missouri; and Robert 
D. Berger, Germantown, Ohio. 
From Dayton, Ohio, were Drs, 
Herbert A. Javery, Thomas E. Jar- 
rett, and Mr. and Mrs. Joseph Bock, 


Staff travels 


> These Association affairs took 
the following staff members away 
from Central Office during April: 

To Osteopathic Progress Fund 
meetings and conferences in Ne- 
braska, Kansas, Oklahoma, New 
Mexico, and Texas, April 2-11: 
Robert Bennett, OPF director. 

To a vocational guidance dinner- 
meeting, Indianapolis, sponsored by 
the Indiana Association of Osteo- 
pathic Physicians and Surgeons, 
April 9; educational conferences in 
Boston and New York, April 27 
and 29: Lawrence W. Mills, direc- 
tor, Office of Education. Mr. Mills 
was the guest speaker at the Indian- 
apolis dinner. 

To a luncheon meeting of the 
Northern Indiana District of the 
Indiana Association, South Bend, 
April 22: Dr. True B. Eveleth, Ex- 
ecutive Secretary, as guest speaker. 

To advertising conferences in 
Oklahoma City, Oklahoma, Los 
Angeles, and surrounding areas, 
April 17-May 4: Walter A. Suberg, 
Business Manager. 

To the 27th National Osteopathic 
Child Health Conference, Kansas 
City, Missouri, April 20-22: Kath- 
erine Becker, Associate Editor of 
THE JourNAL; Betty M. Kana- 
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meishi, Associate Editor of THE 
Forum; Robert A. Klobnak, di- 
rector, and Otha W. Linton, press 
representative, Division of Public 
and Professional Service. 

To the annual convention of the 
Illinois Osteopathic Associdtion, 
Peoria, April 24-26: Mr. Bennett. 


To the annual convention, lowa 
Society of Osteopathic Physicians 
and Surgeons, Des Moines, April 
25-26; Mr. Klobnak and Mr. Lin- 


ton. 


A.O.A. Convention Bureau 
sets stage for July meeting 


> The jigsaw puzzle of plans and 
precedents that make up an A.O.A. 
convention are once more falling 
into pattern at National Headquar- 
ters. The Executive Department, 
the Business Office, and the Divi- 
sion of Public and Professional 
Service—the three departments 
most directly concerned—are work- 
ing under Dr. True B. Eveleth, 
chairman of the A.O.A. Bureau of 
Conventions, and with Dr. P. Rob- 
ert Lombardo, Chicago, chairman 
of the Local Convention Committee, 
to have all things in readiness for 
the Association’s sixty-third annual 
meeting, to be held in the Palmer 
House, Chicago, July 13-17. 

In the Executive Department, the 
certification of delegates has been 
completed. This is in compliance 
with the regulation that members of 
the House must be notified of their 
appointments at least 75 days be- 
fore the House convenes. Under 
way is the convention agenda, 
road map for the 11-day biannual 
meeting of the Board of Trustees 
and the,6-day annual meeting of the 
House of Delegates. Many of the 
agenda reports from officers, trus- 
tees, and chairman have been 
mailed to members of the governing 
bodies for preconvention study. 


Under preparation is the second 
of the scheduled series on proce- 
dure. This one, the Administrative 
Guide, is a compilation of actions 
and directives under which the As- 
sociation functions, and includes the 
A.O.A. Constitution, By-Laws, 
Code of Ethics, and the Associa- 
tion’s organizational structure. 
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THE Forum is telling you 
all there will be for you 
to see, to do, to learn 
at the National Convention 
at the Palmer House 
Read Tue Forum 
Be in Chicago, July 13-17 
This is YOUR convention! 


The Division of Public and Pro- 
fessional Service is organizing for 
newspaper, magazine, radio, and 
television coverage, and is cooperat- 
ing with Dr. William Baldwin, Jr., 
program chairman, in arranging 
color closed-circuit television, an 
A.O.A, innovation. As plans now 
stand, there will be three presenta- 
tions, by orthopedists, surgeons, and 
psychiatrists, which will be telecast 
from the Chicago College of Os- 
teopathy to viewing sessions in the 
Palmer House. 

Business Manager Walter A. Su- 
berg and his.staff have set up their 
version of a space chart. It is a 3- 
by 4-foot diagram of the Palmer 
House parlors and dining rooms, 
scheduling some sixty meetings, 
more than half of them for break- 
fast, luncheon, or dinner. Plans 
for children and young people in- 
clude a wide variety of activities, 
and cover a territory that extends 
from the Museum of Science and 
Industry to Brookfield Zoo. Wives 
of members of the local convention 
committee will serve as hostesses to 
the young people. 

This year for the first time scien- 
tific and commercial exhibits will 
be shown in the same area. More 
than 100 manufacturing, distribut- 
ing, and service companies are ex- 
hibiting. Many long known to con- 
ventions attendants and many who 
are new are here listed: 


ABBOTT LABORATORIES, 14th & 
Sheridan Rd., North Chicago, III. 


ALLISON, W. D., CO., 1133 Burdsall 
Pkwy., Indianapolis 23, Ind. 


ALOE, A. S., CO., 1831 Olive St., St. 
Louis 3, Mo. 


AMERICAN FERMENT CO., INC., 
1450 Broadway, New York 18, N.Y. 


ARMOUR PHARMACEUTICAL CO., 
spas Plaza, Suite 3020, Chicago 1, 
Il. 


ARNAR-STONE LABORATORIES, 
ee E. Prospect Ave., Mount Pros- 
pect, Ill. 


AYERST LABORATORIES, 22 E. 
40th St., New York 16, N.Y. 


BAXTER LABORATORIES, INC., 
6301 Lincoln Ave., Morton Grove, III. 


BEUTLICH, INC., 7006 N. Western 
Ave., Chicago 45, IIl. 


BORCHERDT CO., 217 N. Wolcott St., 
Chicago 12, Il. 


BORDEN COMPANY, THE, 350 
Madison Ave., New York 32, N.Y. 


BOYLE & CO., 6855 East Gage Ave., 
Bell Gardens, Calif. 


BREON, GEORGE A., & CO., 1450 
Broadway, New York 18, N.Y. 


BROOKS APPLIANCE CO., 5 N. Wa- 
bash Ave., Chicago 2, IIl. 


BURDICK CORP., THE, Milton, Wis. 


BURROUGHS WELLCOME & CO., 
(U.S.A.), INC., 1 Scarsdale Rd., Tucka- 
hoe 7, N. Y. 


BURTON, PARSONS & CO., 1515 U 
St., Washington 9, D. C. 


CAMP, S. H., & CO., 109 W. Washing- 
ton, Jackson, Mich. 


CARNATION CO., 5045 Wilshire Blvd., 
Los Angeles 36, Calif. 


CHICAGO PHARMACAL CO., 5547 
N. Ravenswood Ave., Chicago 40, III. 


CIBA PHARMACEUTICAL PROD- 
Nj INC., 556 Morris Ave., Summit, 


CORECO RESEARCH CORP., 159 W. 
25th St., New York 1, N.Y. 


CY LABORATORIES, 22 Lawton St., 
New Rochelle, 

DARTELL LABORATORIES, 1226 S. 
Flower St., Los Angeles 15, Calif. 


DAVIS, F. A., CO., 1914-16 Cherry St., 
Philadelphia 3, Pa. 


DESITIN CHEMICAL CO., 812 Branch 
Ave., Providence 4, R. I. 


CHEMICAL CORP., 100 Va- 


rick St., New York 13, N.Y. 


DOME CHEMICALS, INC., 125 West 
End Ave., New York 23, N. Y. 


EATON LABORATORIES, 17 Eaton 
Ave., Norwich, N. Y. 


EDWARDS MYO-FLEX, THE, 3515 
Velva St., Shreveport, La. 


EISELE & CO., 109 Spring St., Nash- 
ville 7, Tenn. 


ELECTRO-THERAPEUTIC IN- 
STRUMENT CO., 1940 S. 19th Ave., 
Broadview, Ill. ~ 


ENCYCLOPAEDIA ~ BRITANNICA, 
INC., 185 N. Wabash Ave., Chicago 1. 


EVAPORATED MILK ASSN., 228 N. 
LaSalle St., Chicago 1, Il. 
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FARNSWORTH PHARMACEUTI- 
CALS LABORATORIES, INC., 1914 
W. Birchwood Ave., Chicago 26, III. 


FISCHER, R. A., & CO., 517 Commer- 
cial St., Glendale 3, Calif. 


GEIGY PHARMACEUTICALS, divi- 
sion of GEIGY CHEMICAL CORP., 
P. O. Box 430, Yonkers, N. Y. 


GRANT, R. D., CO., THE, 805 Hippo- 
drome Bldg., Cleveland 14, Ohio 


HILL LABORATORIES CoO., 445 Lin- 


coln Hwy., Malvern, Pa. 


JOHNSON & JOHNSON, New Bruns- 
wick, N. J. 


KENDALL, C. B., CO., 2039 Madison 
Ave., Indianapolis 6, Ind. 


LILLY, ELI, & CO., P. O. Box 618, In- 
dianapolis 6, Ind. 


LINCOLN LABORATORIES, Box 
1139, Decatur, 


LIPPINCOTT, J. B., CO., E. Washing- 
ton Sq., Philadelphia 5, Pa. 


LLOYD BROTHERS, INC., 420 Com- 
mercial Sq., Cincinnati 3, Ohio 


LOMA LINDA FOOD CO., Arlington, 


Calif. 


MARION LABORATORIES, INC., 
2910 Grand Ave., Kansas City, Mo. 


MASSENGILL, S. E., CO., THE, Fifth 
St., Bristol, Tenn. 


McNEIL LABORATORIES, INC., 2900 
N. 17th St., Philadelphia 32, Pa. 


MEAD JOHNSON & CO., Evansville 
21, Ind. 


MEDCO PRODUCTS CO., 3601 E. Ad- 
miral Pl., Tulsa 15, Okla. 


MEDICAL PLASTICS LABORA- 
TORY, P. O. Box 38, Gatesville, Tex. 


MICRO X-RAY RECORDER, INC., 
3755 W. Lawrence Ave., Chicago 25, III. 


MILLER, JERRY, I. D. SHOEMAK- 
874 N. Monticello St., Brockton, 
ass. 


MILLER SURGICAL CO., 2449 N. 
Pulaski Rd., Chicago 39, III. 


MOSBY, C. V., CO., THE, 3207 Wash- 
ington St., St. Louis 3, Mo. 
NATIONAL CASH REGISTER CO., 
THE, Main & K Sts., Dayton 9, Ohio 


NETTLESHIP CO., THE, 1212 Wil- 
shire Blvd., Los Angeles 17, Calif. 


NORDSON PHARMACEUTICAL 
LABORATORIES, INC., 35A_ Ellis 
Ave., Irvington, N. J. 


— INC., 20 Main St., Orange, 


OTTAWA ARTHRITIS HOSPITAL 
& DIAGNOSTIC CLINIC, 900 E. Cen- 
ter St., Ottawa, III. 


PARKE, DAVIS & CO., Detroit 32, 
Mich. 
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PET MILK CO., 1401 Arcade Bldg., St. 
Louis 1, Mo. 


PFIZER LABORATORIES, 58 Walton 
St., Brooklyn 6, N. Y. 


PROFESSIONAL FOODS, 319 Second 
Ave., S.W., Cedar Rapids, Iowa 


PURDUE FREDERICK CO., THE, 
135 Christopher St., New York 14, N.Y. 


PURITAN COMPRESSED GAS 
—* 2012 Grand Ave., Kansas City 8, 
oO. 


REED & CARNRICK, 155 Van Wag- 
enen Ave., Jersey City 6, N. J. 


ROBINS, A. H., CO., INC., 1407 Cum- 
mings Dr., Richmond 20, Va. 


ROCHE LABORATORIES, division of 
HOFFMAN-LA ROCHE, INC., 
Kingsland St., Nutley 10, N. J. 


RORER, WILLIAM H., INC., 4865 
Stenton Ave., Philadelphia 44, Pa. 


ROSS LABORATORIES, 625 Cleve- 
land Ave., Columbus 16, Ohio 


SANDOZ PHARMACEUTICALS, 
Route 10, Hanover, N. J. 


SCHENLABS PHARMACEUTI- 
— 350 Fifth Ave. New York 


SCHERING CORP., 60 Orange St. 
Bloomfield, N. J. 


SCHMID, JULIUS, INC., 423 W. 55th 
St., New York 19, N. Y. 


SEALY, INC., 666 N. Lake Shore Dr., 
Chicago 11, Ill. 


SEARLE, G. D., & CO., P. O. Box 5110, 
Chicago 80, IIl. 


SHAMPAINE INDUSTRIES, 1920 S. 
Jefferson Ave., St. Louis 4, Mo. 


SHERMAN LABORATORIES, 5031 
Grandy Ave., Detroit 11, Mich. 


SMITH, KLINE & FRENCH LAB- 
ORATORIES, 1500 Spring Garden St., 
Philadelphia 1, Pa. 


SMITH-DORSEY, division of THE 
a CO., 233 S. 10th St., Lincoln 
ebr 


SPINALATOR CO., THE, Box 5255, 
Asheville, N. C. 


STUART CO., THE, 3360 E. Foothill 
Blvd., Pasadena, Calif. 


SURGICAL APPLIANCE INDUS- 
— INC., Erie Ave., Cincinnati 9, 
io 


TESTAGAR & CO., INC., 1354 W. La- 
fayette Blvd., Detroit 25, Mich. 


TONG, GEO. C., CO., 5912 Delmar 
Blvd., St. Louis 12 Mo. 
U. S. VITAMIN a 250 E. 43rd 


St., New York 17, N. 

UPJOHN CO., THE, 7171 Portage Rd., 
Kalamazoo, Mich. 
VITAMINERALS, INC., 
St., Glendale 1, Calif, 


V-M NUTRI-FOOD, INC., 817 Univer- 
sity Pl., Evanston, Til. 


1815 Flower 


WALLACE LABORATORIES, Rt. 1 
& Georges Rd., New Brunswick, N. J. 


WARNER-CHILCOTT LABORA TO- 

RIES, division of WARNER-LAM- 
BERT PHARMACEUTICAL CO., 201 
Tabor Rd., Morris Plains, N. J. 


WILCO LABORATORIES, INC., 800 
N. Clark St., Chicago 10, Ill. 


WOCHER, MAX, & SON CO., THE, 
609-13 College St., Cincinnati 2, Ohio 


WYETH LABORATORIES, P. 0, 
Box 8299, Philadeiphia 1, Pa. 


“YOUNG, F. E., & CO., 8057 Stony Is- 


land Ave., Chicago 17, Il. 


Medical film reviews 


P Films listed here have been re- 
viewed by the A.O.A. Division of 
Public and Professional Service. 
They are provided by their produc- 
ers upon request, and unless other- 
wise indicated, are sent without 
charge other than postage. 


The treatment of varicose veins. 
—This is a presentation of the ve- 
nous anatomy of the leg and various 
types of varicosities and their treat- 
ment. It discusses ligation, sclerosis 
and the combination of the two. It 
also demonstrates tests for compe- 
tency of the collateral circulation. 
1951. 16 mm., color, silent, 31 min- 
utes. G. D. Searle and Company, 
P.O. Box 5110, Chicago 80. 


The mantle of protection —The 
film aims to heighten awareness of 
the importance first of prevention, 
then of early diagnosis and treat- 
ment, of rheumatic fever. It depicts 
the advances made in research and 
treatment, and in antibiotic prophy- 
laxis, in helping to return sick chil- 
dren to healthy and normal lives. 16 
mm., black and white, sound, 29 
minutes. Wyeth Film Library, P.O. 
Box 8299, Philadelphia. 1956. 


Radioisotopes: Their applications 
to humans, as tracer studies, and for 
therapeutic use.—The film gives a 
comprehensive review of up-to-date 
practices in the use of radioisotopes. 
Tracer studies and therapy applied 
to the patient show the use of radio- 
active iodine, sodium, iron, calcium, 
lanthanum, strontium, cobalt, phos- 
phorus, gold, and the neutron cap- 
ture therapy involving boron for 
treatment of brain tumors. Medical 
Film Guild, Ltd., 506 West 57th St., 
New York 19, N.Y. 1953. Rental 
charge. 
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CURRENT RESEARCH 


Abstracts of Conference reports 


> For the past 3 years the Bureau of Research of the 
A.O.A. has sponsored a research conference for the 
relatively younger investigators in the osteopathic 
schools and hospitals. The purpose of this conference 
is to encourage and stimulate the development of re- 
search activity by providing an opportunity for the free 
interchange of ideas among investigators from all the 
institutions of the profession. The informality and 
flexibility of the Conference have made it possible for 
the participants to receive counsel with regard to 
studies planned or in progress, as well as evaluation of 
projects completed. Methods of research have been 
much discussed in the light of experience as well as 
theory. In general the meeting constitutes a valuable 
seminar in the field of scientific investigation. 

This year the Conference, held in Chicago on 
March 7 and 8, was attended by more than thirty peo- 
ple—twice as many as were present at the original con- 
ference 3 years ago. The program represented mainly 
the response to a general invitation for postgraduate 
investigators to submit papers that they wished to pre- 
sent at the Conference. For the first time, however, the 
program was opened for participation of undergrad- 
uate students who had demonstrated special interest 
and ability in research; from their abstracts the pro- 
gram committee selected the three most outstanding 
works. Considerable enthusiasm was evidenced, and 
more opportunity for student participation will be pro- 
vided in future conferences. 

Following are the abstracts of the papers given 
during the Conference, in the order in which they ap- 
peared on the program, except for several which are 
listed by title only. Reports of future conferences will 
be published in greater detail and, it is hoped, will in- 
clude the full text of some of the papers. 

Price E. Tuomas, D.O. 


Chairman, Program Committee 


Studies in the 
neuromuscular apparatus* 


W. V. Cole, D.O. 
Kansas City College of Osteopathy 
and Surgery 


*Supported by a grant from the Bureau of Research of the Ameri- 
can Osteopathic Association. 


> The object of these experiments was to ascertain 
the morphology of motor endings in a single muscle of 
the rat and to determine whether structural adaptations 
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are present in different muscles of the subphylum Ver- 
tebrata as demonstrated by the morphologic character- 
istics, and also whether there are modifications in the 
neuromuscular apparatus in muscles subserving differ- 
ent functions (posture, prime movers, skilled activities ) 
in the same animal. 


Fig. |. (A) Motor endings in striated muscle, x100, showing gen- 
eral distribution of the motor nerve and its terminations. (B) "Dou- 
ble" motor ending, x450. Division of the terminal axon results in a 
double ending. (c} Motor ending in striated muscle, x450, side 
view. (D) “Double” ending, x250. Division of motor nerve within 
the motor nerve trunk. (E) Motor ending, surface view, x450. Pho- 
tomicrograph demonstrates the nerve axon, plasmodesmata of the 
ending, Kuehne’s granules, and the striated muscle fiber. (Figures 
reduced about two thirds in reproduction.) 


1. In the same muscle the motor end-plate on sur- 
face view is round or oval in outline. Viewed from the 
side the motor end-plate is flat with a raised hillock at 
the point at which the axone passes through the sar- 
colemma. On the surface view there is a loss of the 
myelin sheath of the epilemmal axone at the junction 
with the hypolemmal axone. The plasmodesmata of the 
epilemmal axone are arranged in an eccentric manner 
within the limits of the end-plate. Between the plas- 
modesmata of the end-plate are Kithne’s granules. 
Sometimes these almost completely fill the spaces 
between the plasmodesmata. In some instances there 
are clear spaces between the Kihne’s granules. 
Kiihne’s granules are fine argyrophilic granules present 
in all motor endings. Although the plasmodesmata ap- 
pear discontinuous on surface view, if the entire depth 
of the motor end-plate could be photographed it would 
appear that the nerve net is continuous. 

2. The motor endings of certain members of the 
subphylum Vertebrata were examined by the gold 
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chloride technic and the morphologic characteristics 
compared. From 200 to 1,000 motor endings were 
studied in each species. 

The motor endings seemed to be adapted to the 
peculiar functional needs of each class. The endings 
characteristic of those animals requiring finely coordi- 
nated muscular activity contained a larger amount of 
the granular material and a more complex nerve net. 
The long linear termination (terminaison en ligne) was 
associated with animals requiring quick, violent muscle 
activity. 

3. One hundred motor endings in seven muscle 
groups of the rat (interossei of the foot, tongue, dia- 
phragm, intercostals, paravertebrals, rectus femoris, 
and gastrocnemius), together with the sensory endings 
(organ of Golgi and the annulospiral ending), were ob- 
served and classified. 

On the basis of the occurrence of certain types of 
motor endings the muscles were differentiated from 
each other into groups: (1) the interossei of the foot 
and the tongue, (2) the diaphragm, and (3) the inter- 
costals, paravertebrals, gastrocnemius, and rectus fem- 
oris. This was done on the basis of morphology and 
not size. 


Changes in pH 
during modified endotracheal 
insufflation anesthesia* 


George E. Hirschman, D.O., Henry Witte, D.O., and 
Christian Lyngby, D.O. 

Department of Anesthesia 

Chicago College of Osteopathy 


> The anesthetist is confronted by the problem of 
maintaining the patient in reasonably good condition 
with adequate ventilation, while providing the surgeon 
with a good operating field. In recent years the sur- 
geon has demanded increased muscular relaxation and 
decreased respiratory excursions at least during critical 
phases of operations. The available respirators provide 
adequate ventilation but cause large respiratory move- 
ments. It has been known for many years that endo- 
tracheal insufflation will provide adequate oxygen if 
high flow rates and high oxygen concentrations are 
used during insufflation. In a paper reported to this 
group last year we indicated that carbon dioxide could 
be eliminated with much smaller respiratory move- 
ments than those associated with conventional respira- 
tors. 

These studies have been expanded through the use 
of a respirator designed to provide for rates of 15 to 
360 respirations per minute, and respiratory volumes 
of 5 cc. to 700 cc. per cycle. Using a continuous flow 
of blood through a Beckman blood pH electrode, it is 
hoped that we may be able to relate the control of blood 
pH to the percentage of the dog’s normal tidal volume. 
The present respirator, in conjunction with insufflation 
humidification of insufflated gases, and control of body 
temperature, appears to be one means of providing the 
surgeon with good muscle relaxation, a minimal amount 
of respiratory movement, and adequate oxygenation 
with reasonable blood pH levels. 


*Supported in part by a grant from the Bureau of Research of the 
American Osteopathic Association. 
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Reflex communication between skin 
and kidney as influenced by 
an active viscero-renal reflex* 


Elliott Lee Hix, Ph.D. 
Department of Physiology and Pharmacology 
Kirksville College of Osteopathy and Surgery 


> In conscious animals with ureters exteriorized in 
flank skin-flaps,’ stimulation of a ureter produces ipsi- 
lateral renal vasoconstriction and/or facilitates efferent 
nerve pathways to the kidney. The functional signifi- 
cance of this unilaterally acting ureterorenal reflex ap- 
pears to be its facilitatory action, whereby renal re- 
sponses to general stress factors become exaggerated.’ 
The ease with which the ureterorenal reflex can be in- 
duced and studied under favorable experimental condi- 
tions suggested a promising approach to the study of 
functional associations between viscerorenal and_so- 


matorenal reflex phenomena in conscious subjects. 

*Supported by grants from the National Institutes of Health, Coun- 
cil on Arthritis and Metabolic Diseases (A-1761), and the Bureau of Re- 
search of the American Osteopathic Association. 


REFLEX A 


KIONEY 


REFLEX B 


REFLEX C 
KIONEY 


Fig. 1.. Schematic illustration of physiologically determined mech- 
anisms of reflex communication between viscus (ureter) and kidney 
and skin and kidney, and the phenomenon of facilitation of efferent 
ronal nerve pathways. Reflex A represents the unilaterally operative 
ureterorenal reflex arc. Reflex B represents the bilaterally operative 
cutaneorenal reflex. Heavy arrows indicate the pathway bearing the 
greatest impu'se traffic. Reflex C represents a pattern of reflex 
communication between skin and kidney observed experimentally 
when activation of the cutaneorenal reflex is superimposed on the 
already active, facilitating, or active and facilitating ureterorenal re- 
flex. The facilitatory action of the ureterorenal reflex renders hyper- 
sensitive the efferent renal nerve pathways contralateral to the skin 
segment stimulated. This pattern of somatorenal reflex communica- 
tion (heavy arrows) predominates for as long as the ureterorenal 
facilitatory reflex is active. 
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The experimental approach to the study of these 
functional associations between reflexes which influ- 
ence viceral (renal) function, and which arise in so- 
matic (skin) and visceral (ureteral) structures, was to 
determine mechanisms and patterns of reflex communi- 
cation between the skin and kidney, and then to super- 
impose stimulation of the cutaneorenal pathway on the 
active ureterorenal reflex while simultaneously deter- 
mining unilateral renal blood flow and glomerular fil- 
tration rate. Humoral influences on renal responses to 
reflex stimuli arising in skin and ureter were studied 
in animals with one kidney transplanted (denervated) 
in the neck. 

Unilateral thermostimulation (cold) of discrete 
skin areas over the trunk and flank (from the sixth 
thoracic to the second lumbar vertebra) of conscious 
dogs produced bilateral renal vasoconstriction which 
was greater in the kidney on the same side as the skin 
area (dermatome) stimulated. Simultaneous stimula- 
tion of a contralateral ureter, even at intensities which 
elicited no observable renal response, resulted in the re- 
versal of this cutaneorenal reflex pattern, the renal re- 
sponse becoming predominantly contralateral. The fa- 
cilitatory influence of impulses from the ureter on 
efferent pathways to the kidney greatly exaggerated the 
response of the kidney contralateral to the dermatome 
stimulated. 

These observations indicate that reflex communi- 
cation between viscera modify unfavorably the re- 
sponse of the viscus (kidney) to stimuli arising in 
somatic (skin) structures. These observations indicate 
also that reflex communication between viscera, and 
between somatic structures and viscera, is indeed active 
in the conscious experimental subject. Such reflex phe- 
nomena may be implicated in the physiopathology of 
visceral disease. 


References 


1. Hix, E. L.: New approach to ureteral exteriorization for bilateral 
renal studies. J. Appl. Physiol. 8:114-118, July 1955. 

2. Hix, E. L.: Uretero-renal reflex facilitating renal vasoconstrictor 
response to emotional stress. Am. J. Physiol. 192:191-197, Jan. 1958. 


Synthesis of hippuric acid 
by the transplanted kidney* 


Jack Mayer, B.S., M.S.+ 

(Introduced by Elliott Lee Hix, Ph.D.) 
Department of Physiology and Pharmacology 
Kirksville College of Osteopathy and Surgery 


> While the autonomic innervation of the kidney is 
both sympathetic and parasympathetic, implying both a 
vasomotor and a trophic function of renal nerves, only 
the vasomotor action of sympathetic nerves has been 
demonstrated experimentally. The existence of specific 
secretory fibers which nourish and sustain the kidney, 
and thus serve a trophic function, may be indicated by 
the observation that renal denervation in young puppies 
produces atrophy and degeneration of the organ.* 

In keeping with contemporary views regarding the 


*Supported by grants from the National Institutes of Health, Coun- 
cil on Arthritis and Metabolic Diseases (A-1761), and the Bureau of 
Research of the American Osteopathic Association. 

+National Institutes of Health Part-Time Medical Student Research 
Fellow. Sponsored by the Bureau of Research of the American Osteo- 
pathic Association in recognition of a meritorious student research con- 
tribution. 
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Fig. |. Experimental animal with the left kidney transplanted in the 
neck. The renal artery and vein are anastomosed to the right carotid 
artery and jugular vein and the ureter is exteriorized in a neck skin 
flap. Renal blood flow and glomerular filtration rate in two of the 
three transplanted kidneys was greater than that in the intact kid- 
neys. 


phylogenetic relationship between organ innervation 
and organ function, we have hypothesized that the abil- 
ity of an organ like the kidney to chemically synthesize 
molecular entities from precursors available to it must 
be regulated or influenced by neural and/or humoral 
factors. To test this hypothesis we have selected for 
study a single mechanism of synthesis known to take 
place in the kidney of the dog. This synthesis is a 
renal detoxification mechanism whereby benzoic acid 
and glycine are conjugated in the kidney and form 
hippuric acid. 

In three mature male dogs the left kidney was 
transplanted in the neck to achieve absolute denervation 
of the organ (Fig. 1). The ureter of the right kidney 
was exteriorized in a flank skin-flap to facilitate the 
collection of urine. 

Quantitative hippuric acid excretion by the trans- 
planted and intact kidneys was determined simultane- 
ously at 1-hour intervals over a period of 5 hours 
under experimental conditions of (a) oral sodium 
benzoate loading (0.1 gm. sodium benzoate per kg. 
body weight), (b) intravenous stoichiometric sodium 
benzoate-glycine loading, and (c) condition (a) before, 
during, and following moderate treadmill exercises. 

A tentative analysis of eighteen experiments indi- 
cates that the rate of hippuric acid synthesis in intact 
and transplanted (denervated) kidneys is directly re- 
lated to renal blood flow. The transplanted kidney is 
better able to maintain a pre-exercise rate of hippuric 
acid synthesis than is the intact kidney. Again, this 
observation was found to be directly related to renal 
blood flow. Renal blood flow, glomerular filtration rate, 
and hippuric acid synthesis in the intact kidney were 
decreased during treadmill exercise, because of an in- 
crease in vasomotor tone of the renal vasculature; 
however, renal blood flow, glomerular filtration rate, 
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and hippuric acid synthesis in the transplanted kidney 
were not decreased significantly during exercise. The 
transplanted kidney responded only to circulating hu- 
moral agents, and its rate of hippuric acid synthesis 
was modified only as the volume of blood flowing to the 
organ was modified by humoral vasopressor agents. 
These studies are continuing and will include other 
mechanisms of renal synthesis. 
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Observations on the 
effectiveness of spinal traction 


John A. Chace,* D.O, and 

Robert Ho,+ D.O. 

Department of Biomechanics 

Kirksville College of Osteopathy and Surgery 


> A basic principle in our profession is that force 
applied to the body influences homeostatic mechanisms. 
The amount and type of this force have been contro- 
versial for many years. Manual forces cannot be quan- 
titated or reproduced, and therefore traction has been 
employed in this study as a useful, scaled modality. 

The patients selected for this reported study were 
initially referred to our laboratory because of backache. 
Through history and x-ray and physical examinations 
many of the patients were found to have additional 
complaints or health problems. This report concerns 
our observations of cases of backache, headache, dys- 
menorrhea, and sciatica, in which a musculoskeletal 
disturbance (postural stress, cervical arthritis, disk 
syndrome, or muscle spasm) appeared to be the only 
associated pathologic condition. 

Three types of traction were used: intermittent, 
continuous, and inclined plane. The machines were 
those of the Spinalator and Tong companies. 

The study examined the influence of variations in 
traction time (from 5 to 25 minutes) and pull (5 to 
100 pounds). Traction was applied to the cervical and 
lumbar areas, legs, and feet. The combination of cer- 
vical and lumbar traction simultaneously was also used. 

Intermittent traction, 50 pounds for 10 minutes, to 
the lumbar area with the patient prone gave more relief 
to low-back pain than any other method tested. 

Intermittent traction, 20 pounds for 10 minutes, 
to the cervical area with the patient supine gave more 
relief for cervical and cervicodorsal pain with headache 
syndrome than any other method tested. 

Ten patienfs with headache were completely free 
of symptoms following 3 to 26 treatments by cervical 
traction, 20 pounds for 10 minutes. 

Fifteen cases of dysmenorrhea were tested with 
pelvic traction, 50 pounds for 10 minutes. Treatments 
were given weekly from 5 to 30 times. Improvement 
was noted in all but 2 patients, and 9 patients became 
symptom-free. One patient became pregnant, after 
several years of apparent sterility. 

Twelve cases of. sciatica were tested with pelvic 

*Special Postdoctorate Fellow, National Institutes of Health. 


+Working under Research Fellowship grant from the Bureau of Re- 
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traction, 50 pounds for 10 minutes. Treatments were 
given over a 3-year period. All but 2 patients became 
symptom-free after several treatments. In one of the 
2, an eventual operation for disk syndrome brought 
good results. 

Traction was found to be most effective when the 
patient was not in acute pain; intermittent application 
was found to increase the discomfort during acute 
periods. 


The diagnosis of neurosyphilis 


George T. Caleel, D.O. 
Department of Internal Medicine 
Chicago College of Osteopathy 


> The criteria for diagnosis of neurosyphilis, with 
the exception of the occasional case of tabes dorsalis, 
rest primarily on the demonstration of a positive test 
for syphilis in the spinal fluid. The tests employed are 
both precipitin and complement-fixation methods, with 
the latter presumably yielding more accurate results. 

A study comparing the results of four independent 
laboratories performing the VDRL, quantitative and 
qualitative Kahn, and the Kolmer-Wassermann tests 
on spinal fluids of several hundred patients has been 
completed. The total protein, colloidal gold curves, and 
<ell counts were also determined. 

The results of this study indicate that the tests are 
unreliable, and that when more than one laboratory 
analyzes the same spinal fluid sample the results are 
more apt to disagree than coincide. 

It would seem that a more uniform and repro- 
ducible test for syphilitic spinal fluid is needed. In this 
respect we are at present collecting data on the com- 
parison of the standard tests with the Treponema im- 
mobilization test. 


Neuromuscular transmission 
and acetylcholine* 


F. T. Dun, Ph.D. 
Department of Physiology 
Kirksville College of Osteopathy and Surgery 


> According to the chemical theory of neuromuscular 
transmission of impulses, when a motor impulse is con- 
ducted to the nerve endings, acetylcholine is liberated 
and this in turn sets up an impulse in the muscle fiber. 
This theory implies that acetylcholine is a necessary 
link in the transmission of impulses at the neuromus- 
cular junction. Without acetylcholine, neuromuscular 
transmission should fail. 

When one looks into the vast amount of literature 
concerning the chemical theory of neuromuscular trans- 
mission, one finds surprisingly few attempts to verify 
the above implication. When Dale, Feldberg, and Vogt* 
reported that acetylcholine is no longer to be found in 
the perfusate after the nerve endings are fatigued by 
repeated stimulation, Lapicque (cited by Monnier?) 


*Supported by a grant from the Bureau of Research of the Ameri- 
can Osteopathic Association. 
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suggested that this would be a very important argu- 
ment in favor of a chemical transmitting mechanism, if 
the simultaneity of the two events could be demonstrat- 
ed. Dale answered that the experiment did not seem 
possible in practice. The only paper that has tried to 
show the necessity of acetylcholine liberation in synap- 
tic transmission is that by Harvey and MacIntosh.* 


About 3 years ago, I pointed out that the liberation 
of acetylcholine by nerve fibers correlates closely with 
the size of their after-potentials.* Since last summer a 
series of perfusion experiments has been carried out 
with frog legs in our laboratory. The motor nerve 
fibers were stimulated at their ventral roots and the 
gastrocnemius muscle of one leg was connected to a 
kymograph for recording its contractions, thus indicat- 
ing the neuromuscular transmission efficiency. The 
perfusate (eserinized Ringer’s fluid or PVP Macrose) 
was sent into the legs through the aorta and collected 
from the abdominal vein. The acetylcholine in the per- 
fusate collected during rest or stimulation was assayed 
with leech muscle or frog lung. When leech muscle 
was used it could be shown that during rest practically 
no acetylcholine was detectable in the perfusate, but 
that the perfusate collected during stimulation did con- 
tain a considerable amount (usually 10°° gm/cc of per- 
fusate, at the rate of stimulation, 0.5/sec., and perfu- 
sion, 0.7 cc/min). When frog lung was used, it could 
be shown that there was a small amount of acetylcholine 
liberated even during rest, and that during stimulation 
the concentration of the perfusate increased from one 
to two hundredfold. These observations are in sub- 
stantial agreement with those reported by many others 
and used as evidence for the chemical theory of neuro- 
muscular transmission. However, when DNP (2,4- 
dinitrophenol), a drug which eliminates both the posi- 
tive after-potential and the liberation of acetylcholine 
of nerve fibers, was added to the perfusing fluid in the 
concentration of 0.005 mm/1, and the motor nerve 
fibers stimulated a half to an hour later, it was found 
that although the increment of acetylcholine liberation 
during activity could be eliminated entirely, the neuro- 
muscular transmission, as evident from the contrac- 
tions of the gastrocnemius muscle, remained perfect, 
showing not the slightest impairment. This experiment 
disproved the concept that acetylcholine liberation is a 
necessary link in neuromuscular transmission of im- 
pulses. 

Basing their work on the fact that calcium ions 
are necessary for the transmission of impulses at the 
neuromuscular junction and at the ganglionic synapse, 
Harvey and MacIntosh* attempted to determine wheth- 
er the blockage of transmission is due to deficient lib- 
eration of acetylcholine. They perfused the superior 
cervical ganglion of the cat with calcium-free Locke’s 
solution, afid recorded the contractions of the ipsilateral 
nictitating membrane as an indicator of the activities 
of the ganglionic cells. They found that when calcium 
is absent there is no release of acetylcholine, and that 
the nictitating membrane contracts as a result of spon- 
taneous discharge of the ganglionic cells. They stimu- 
lated the preganglionic fibers while the nictitating mem- 
brane was already in intense activity or when it became 
less active after long periods of perfusion, and found 
that about two thirds of their experiments failed to 
produce any increase in the contraction of the nictitat- 
ing membrane, while the other one third produced defi- 
nite though slight increase in the response. They con- 
cluded that synaptic transmission fails because of the 
failure of preganglionic impulses to liberate acetyl- 
choline. On repeating their experiments, I found that 
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calcium-free Locke’s solution causes also a repetitive 
antidromic discharge in the preganglionic fibers. These 
discharges are bound to collide with the dromic im- 
pulses which they set up by stimulating these same 
fibers. The failure of transmission observed by Harvey 
and MacIntosh must therefore have occurred in the 
presynaptic fibers rather than at the synapses. 
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Lumbar facet study 


Robert Ho, D.O., and John Chace, D.O. 
Kirksville College of Osteopathy and Surgery 


> A study was done on 229 young adults to determine 
relationships between the planes of the lumbar facets 
and the occurrence of subluxation. Ninety-one of these 
individuals were also subjected to passive hyperexten- 
sion of the lumbar spine. Further relationships between 
production of ache or pain on hyperextension, history 
of backache, lumbar facet planes, and subluxation were 
studied. 

The planes of the lumbar facets were determined 
by the methods recommended by Ferguson,’ from an- 
teroposterior x-rays of the subjects in standing posi- 
tion. Observations of subluxation were recorded. 


The lumbar facet planes tended to change from 
the sagittal to frontal or near-frontal in descending ob- 
servation of the lumbar segments. Only 93 subjects 
had symmetrical lumbar facet planes at all lumbar seg- 
ments ; 47 subjects manifested subluxation. While this 
phenomenon was observed at all lumbar segments, it 
was seen most frequently at the fourth and fifth lumbar 
segment. Asymmetrical facet planes were also seen 
most often at this segment. 


Of the 91 subjects studied more extensively, 20 
denied having had backache, but only 5 denied feeling 
any ache on passive hyperextension of the lumbar 
spine. Twenty-eight subjects in this group had sub- 
luxations ; 2 of these denied any ache on hyperexten- 
sion of the lumbar spine and 5 denied any history of 
backache. 

In segments in which it was observed, subluxation 
was bilateral in a little more than half the subjects af- 
fected. Of the segments where subluxation was pres- 
ent, 79 per cent showed bilaterally symmetrical facet 
planes; 58 per cent of these planes were sagittal, 35 
per cent midway between frontal and sagittal, 4 per 
cent frontal, and 3 per cent were “wedged”—that is, 
with an inferomedial inclination. The wedged type of 
plane was most frequently seen at the third and fourth 
lumbar levels. All multisegmental subluxations were 
seen in adjacent segments. In no case was there a 
normal segment between two segments showing sub- 
luxation. 

Events which were most commonly associated with 
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the first or subsequent backaches were postures main- 
tained for long periods (standing, sitting), some sort 
of movement (such as forward bending and side bend- 
ing), or lifting. Blows to the back and falls were less 
frequent in this group. 


Reference 
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Progress in fluorescence 
microscopy of nerve tissue* 


J. Eugene Mielcarek, M.S., D.O. 
Kansas City College of Osteopathy and Surgery 


> The Bureau of Research of the A.O.A. is support- 
ing the fluorescence microscopy studies at Kansas City 
College of Osteopathy and Surgery for the fifth con- 
secutive year. The initial objective was an evaluation 
of fluorescence microscopy as a method for the study 
of nerve tissue. 

The first 4 years of study were devoted primarily 
to establishing apparatus and developing technics for 
fluorochroming tissues in fixed and supravital states. 
Since the information concerning fluorochromes was 
incomplete in regard to nerve fluorescence, it was nec- 
essary to study the dyes in various solvents, pH ranges, 
and dilutions, because these conditions can cause wide 
variation in fluorescence of the tissue. 

Chromatographic and electrophoretic studies were 
made on various dye solutions, and the correlation be- 
tween such studies and fluorescence phenomena consti- 
tutes a problem still under study. 

In order to maintain a color photomicrographic 
record of the work as it progressed, photometric meas- 
urement technics for fluorescence intensity, color domi- 
nance, and color change were necessary. 

Nerve tissue of various species in embryonic and 
adult form was studied in the supravital state. The 
sciatic nerve of Rana pipiens was used primarily. 

The past year has been. devoted to continued ef- 
forts to improve supravital fluorochroming technics and 
to develop technics for in situ studies of minimally dis- 
turbed tissues. The vital study of degenerative and 
regenerative processes in the sciatic nerve of Rana 
catesbeiana, the bullfrog, was initiated. 

First, second, and third degree nerve injuries were 
produced in the sciatic nerve of Rana catesbeiana. 
Periodic observations of injury sites are being made, 
the more successful fluorochroming technics being em- 
ployed. When fluorescence differentiation of degen- 
erating and regenerating tissues can be made with as- 
surance, various toxic states will be produced in nerve 
tissue. Fluorescence study of these experimentally in- 
duced toxic states will follow. At present, ideal condi- 
tions for fluorescence observations on the experimental 
preparations is a primary goal. 

An infection in the animal colony, and subsequent 
antibiotic therapy, made possible the accidental obser- 
vation that various antibiotics are effective fluoro- 
chrome agents for nerve tissue. Verification of such 
fluorochroming was achieved and the possible signifi- 
cance of the observation is under study. 


*Supported by a grant from the Bureau of Research of the Ameri- 
can Osteepathic Association. 
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Continued attempts to correlate fluorescence ob- 
servations with electrophoretic dye studies are being 
made. 

The data accumulated during the 5-year period are 
being organized for publication. 


A study of the value of 
“slitter cells” in the urine 
as a tool in renal pathology* 


Robert E. Pike 
Department of Pathology 
Chicago College of Osteopathy 


P “Glitter cells” were identified in 1951 by Stern- 
heimer and Malbin' as a constant finding in chronic 
pyelonephritis. One of the problems of clinical medi- 
cine is the identification of renal infections in the ab- 
sence of acute symptoms and prior to the development 
of renal insufficiency. 

In this study, the occurrence of glitter cells was 
evaluated as a possible prognostic tool for the identifi- 
cation of treatable chronic pyelonephritis. The urine of 
patients with a clinical diagnosis of chronic renal dis- 
ease was examined for the presence of glitter cells. The 
cells obtained from a centrifuged urine sample were 
stained with gentian violet and safranine, and then 
were examined microscopically to determine the num- 
ber of cells per high power field and their specific stain- 
ing characteristics. These findings were compared with 
an equivalent number of urine samples from clinically 
normal patients. In conjunction with the above study, 
it is proposed to identify the nature of glitter cells and 
to correlate the presence of these cells with other renal 
function tests. 
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A discussion of investigations conducted during a 
doctorate training program. Albert F. Kelso, M.A., 
Department of Physiology, Chicago College of Osteop- 
athy. 

The effect of variations in pO, on regional blood 
flow. Shannon C. Allen, Ph.D., and Albert F. Kelso, 
M.A., Department of Physiology and Pharmacology, 
Chicago College of Osteopathy. 

An evaluation of the Bruce physical fitness index, 
a submaximal test of cardiorespiratory fitness. Philip 
J. Rasch, Ph.D., and William R. Pierson, Ph.D., Col- 
lege of Osteopathic Physicians and Surgeons, Los An- 
geles. 

Student research project: Gradational sensitivity 
of staphylococci to phage 81 and variation of gram re- 
action of organisms in viral environment. Robert 
Dzmura, Department of Microbiology, College of Os- 
teopathic Medicine and Surgery, Des Moines. 
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Physiologic abnormalities of 
salicylate intoxication 


> THE PARADOX IN aspirin poisoning, as suggested by 
William E. Seger, M.D., and Malcolm A. Holliday, 
M.D., is that it is characterized by hyperpyrexia that 
may be fatal, even though salicylate is primarily an 
antipyretic agent. In The New England Journal of 
Medicine for December 18, 1958, these authors have 
analyzed certain metabolic alterations produced by 
salicylates and correlated these changes with the more 
outstanding symptoms of salicylate intoxication.. The 
discussion is based on 49 cases occurring in children 
under 6; the most serious cases, including 5 fatalities, 
occurred in children less than 2 years old. Especially 
noteworthy is the finding that misguided treatment was 
a more common cause of poisoning than was accidental 
ingestion of aspirin. 

Although salicylate increases the body’s total heat 
production, probably through a metabolic effect on 
skeletal muscle, hyperthermia will not result unless the 
body’s normal heat-dissipating mechanisms are im- 
paired. As an antipyretic agent, salicylate acts through 
the central nervous system to adjust hypothalamic 
function so that heat production is offset by increased 
expenditure of body fluid. If the delicate balance is 
not maintained, large water losses can lead to severe 
dehydration, an effect that was noted in all the serious- 
ly ill children in the authors’ series. Associated altera- 
tions in carbohydrate metabolism produce hypergly- 
cemia and ketosis; disturbances in the pH of body 
fluids are signalled by respiratory alkalosis and meta- 
bolic acidosis. In the 8 children who had convulsions, 
hypernatremia seemed to be a factor. 

The authors believe that an understanding of the 
physiologic and biochemical actions of salicylate will 
lead to simpler and more rational treatment for sali- 
cylate intoxication. Emergency treatment should be 
directed at the hyperthermia and dehydration, which 
are the immediate threats to life. External: cooling and 
intravenous infusions are recommended. In the typical 
patient with metabolic acidosis and isotonic dehydra- 
tion, the subsequent treatment is similar to that for a 
diabetic patient in acidosis. If the child is in shock, 
however, Ringer’s lactate solution should be given rap- 
idly, before electrolyte treatment is begun. 


Etiology of severe obesity: 
A study of five cases 


P oResITy CANNOT BE explained simply by a surplus 
of calories, says Mildred B. Fertman, M.A., M.D., in 
the January 1959 issue of the Journal of The Ameri- 
can Geriatric Society. Whether the extremely obese 
person is a victim of disturbed metabolism or of food 
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addiction beyond body needs, there are complex patho- 
logic factors involved. Even though strict reduction in 
calorie intake may bring substantial weight losses with- 
out harm in some cases, it appears that, for the most 
part, low-calorie diets do not curb the basic disease 
process in severe obesity and may further damage 
the patient’s health. 

The mechanisms of obesity, whether hypothalamic 
or metabolic, may be triggered or altered by heredity, 
toxic agents, stress, pregnancy, or specific pathologic 
conditions. The endocrine glands have been shown 
to be involved in certain forms of obesity. Among the 
5 extremely obese women studied by the author, 4 
showed gonadopituitary factors; in 1 of these 4, the 
endocrine factors were the only known factors pos- 
sibly involved in the sudden onset of the obesity. In 
4 of the 5 cases, at least 1 other member of the family 
was known to be obese, whether by heredity, habit, or 
coincidence. The 4 patients who noted excessive appe- 
tite also complained of nervousness or a nervous dis- 
order; one had had encephalitis. In 3 cases, prolonged 
bed rest may have been a factor in the weight increase. 

The author stresses the fact that since the endo- 
crine-metabolic pattern in obesity is difficult to define 
clinically, autopsy studies of the obese should include 
careful microscopic examination of the endocrine 
glands and the hypothalamus. 


Dermographia— 
clinical observations 


> ALTHOUGH DERMOGRAPHIA is the most common 
form of physical allergy, it is poorly understood and 
frequently overlooked, according to a report by 
Thomas G. Johnston, M.D., and Alan G. Cazort, M.D., 
in The Journal of the American Medical Association 
for January 3, 1959. Dermographia is the whealing 
response of the skin to relatively small degrees of fric- 
tion, scratching, or pressure. It can be demonstrated 
by stroking the skin with a small blunt instrument. 
The chief symptom is itching, which is aggravated by 
heat or any other agent that increases vasodilation. The 
reaction may be immediate, shown by a linear wheal 
rather light in color, or delayed, in which case the 
wheal has a more inflammatory quality. The condition 
is disagreeable but not significant in relation to organic 
disease, and can usually be controlled by antihistamines. 
Dermographia should be considered in every case of 
chronic urticaria; also it frequently follows the use 
of penicillin, and has been noted following reactions to 
horse serum, aspirin, codeine, sulfonamides, and poison 
ivy dermatitis. 

Primary dermographia is of unknown cause, al- 
though the histamine concept at present seems the most 
likely explanation. Since wheal formation is inde- 
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pendent of the nervous system, it is doubtful that 
primary dermographia is of psychogenic origin; emo- 
tional factors, however, may contribute to the accom- 
panying vasodilation. Secondary dermographia is that 
which follows an intensely pruritic allergic reaction to 
drugs or contact dermatitis. The treatment, however, 
is the same in either case: antihistamines administered 
according to individual needs. Penicillinase is not ef- 
fective against dermographia following reactions to 
penicillin. The various steroid hormones seem only to 
aggravate the condition. In the authors’ experience 
the most successful antihistamines are Perazil, Chlor- 
Trimeton, and Pyribenzamine. 


The natural history of 
hydrocephalus 


P THE PROGNOSIS and results of surgery in cases of 
hydrocephalus may have to be reconsidered, in the 
opinion of K. M. Laurence, as reported in the Novem- 
ber 29, 1958, issue of The Lancet. The author briefly 
reviews the results of an investigation designed to de- 
termine in what proportion of children seen at a large 
children’s hospital this disease has become arrested 
without surgical intervention, and to discover some- 
thing about the physical and mental state of the sur- 
vivors. A more detailed analysis of the results is to 
be published elsewhere. 


It is generally believed that few children with 
hydrocephalus survive, and that those who do are 
doomed to permanent institutional care. This investi- 
gation, however, suggests a more hopeful prognosis. 
The series of cases studied comprised 182 children 
under 13 years of age who had not received surgical 
treatment. In the follow-up studies all but 3 of the 
patients were traced, and those surviving were re- 
examined. It was found that 89 had died, hydrocepha- 
lus being the direct cause of death in 42. Among 
the survivors, the disease was still progressive in 9, 
but was arrested in 81, or almost half the children. 
Moreover, 25 of these are of normal intelligence with 
negligible or no physical handicap. It would appear 
that should a hydrocephalic child survive, and his 
disease become spontaneously arrested, he has a 75 
per cent chance of being educable and a 57 per cent 
chance of being taught in a school for normal children. 
Most children who died with the disease did so within 
the first 18 months of life. In the children in whom 
the disease was arrested, the arrest occurred between 
the ages of 9 months and 2 years. In view of the 46 
per cent rate of spontaneous arrest, it is suggested 
that the reported results of surgery in hydrocephalus 
may have to be reassessed. 


Fatal aplastic anemia 
following sulfamethoxypyridazine therapy 


> THE FIRST REPORT of aplasia of the bone marrow 
following the use of sulfamethoxypyridazine (Kynex) 
is presented by Donald R. Holsinger, M.D., David G. 
Hanlon, M.D., and John S. Welch, M.D., in the De- 
cember 24, 1958, issue of the Proceedings of the Staff 
Meetings of the Mayo Clinic. The patient was a wom- 
an, 67, who was given the drug postoperatively in a 
daily dose of 1.0 gram for 1 week while in the hospital. 
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On the tenth hospital day she was dismissed and con- 
tinued taking the drug in a daily dose of 0.5 gram. 
Fourteen days later she was readmitted with a history 
of sore throat, fever, mental confusion, thickened 
speech, and urinary frequency of 36 hours’ duration. 
She had had an uneventful convalescence before the 
rapid onset of these symptoms. Despite administration 
of antibiotics and general supportive measures, includ- 
ing administration of 1,000 cc. of whole blood, the 
patient’s condition continued to deteriorate and she 
died on the fourth hospital day. 

Of the more serious adverse reactions to the sul- 
fonamide derivatives, agranulocytosis and aplastic ane- 
mia remain the most catastrophic. Since the treatment 
for both is purely supportive, the only adequate means 
of dealing with these situations lies in their prevention. 
The occasional hematopoietic toxic effects should not 
exclude use of the sulfonamides when they are clinical- 
ly indicated; however, they should be administered 
cautiously and the nature of their rare adverse reac- 
tions should be fully realized by the physician. Patients 
being treated with any of the sulfonamide drugs should 
be cautioned to discontinue use of the drug at once if 
sore throat, fever, skin rash, or hematuria develops. 


Malignant irradiation for 
benign conditions 


> THE TREATMENT OF benign conditions by irradia- 
tion may have disabling and life-endangering conse- 
quences, according to Bradford Cannon, M.D., Judson 
G. Randolph, M.D., and Joseph E. Murray, M.D., in 
The New England Journal of Medicine, January 29, 
1959. Reviewing 165 cases from the records of the 
Massachusetts General Hospital, the authors report 
that cancer had developed in 22 per cent of the patients 
and can be predicted in others. The interval between 
x-ray exposure and the diagnosis of cancer ranged 
from 5 to 50 years. Contrary to previously held views, 
carcinoma in irradiated skin of the face is usually of 
the basal-cell type rather than epidermoid. Morbidity 
is high, but death from radiation necrosis is rare. 
Prompt surgical excision of the necrotic lesions may 
prevent the development of carcinoma. Evidence gained 
from this study and others suggests that workers not 
fully qualified in the therapeutic use of x-ray be ex- 
cluded from the application of this potentially danger- 
ous tool. 


An anorectal plastic operation 
for fissure and stenosis 
and its surgical principles 


> IN THE FEBRUARY 1959 issue of Surgery, Gynecol- 
ogy & Obstetrics, Charles Evans Pope, M.D., de- 
scribes a plastic procedure that differs radically from 
other operations for anal fissure or stenosis. With the 
patient in a reverse Trendelenburg position, a posterior 
midline incision is made from the anal orifice halfway 
to the coccyx and continued intra-anally to just above 
the posterior anorectal line or dentate margin. When 
an anterior or lateral fissure exists, it is removed later 
by an excision that also includes hemorrhoidal tissue if 
present at the site of fissure or immediately adjacent. 
The posterior midline incision is then carried partially 
through the subcutaneous external sphincter, through 
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the decussating fibromuscular fibers from the conjoint 
longitudinal muscular septum, and through the cor- 
rugator cutis fibers attached to the skin. Superiorly 
bands of the internal sphincter are exposed and par- 
tially severed. The degree of partial incisional sev- 
erance is carefully gauged by the size of expanding 
dilatation obtained, an exposure of about 4 cm. in di- 
ameter. Posterior mucosal mobilization is then per- 
formed, and all crypts and papillae are excised, with 
anal ducts and glands thereby laid open or excised. A 
radial puncture wound is then made 3 to 4 cm, beyond 
the anal margin on the right and left posterolateral 
areas, and subcutaneous incisions are carried through 
them to the midline wound to within 2 cm. of its coc- 
cygeal end, over both internal and subcutaneous exter- 
nal sphincters, and finally to the upper pole of the 
wound superior to the dentate margin. Suture of mo- 
bilized skin and mucosa is done with silk and with cat- 
gut at the dentate margin level. Hemorrhoidectomy 
should be performed by clamp and ligature. Radial 
clamp ligature excision when necessary, and particular- 
ly anorectally on the right and left posterolateral and 
right anterolateral areas, benefits the wound, since it 
assures better balance, tension, and symmetry of tissue 
throughout. 

The operation has been used on several hundred 
patients with excellent results and practically no com- 
plications. The success of the operation is explained 
by the fact that healing is rapid since there are only 
thin linear wound strips which require epithelization. 
Pain is minimized by covering with a flap an otherwise 
painful area, by partial denervation through undercut- 
ting of the flap, and by its unfolding, which tends to 
hold the anal orifice from painful spasm. Undercutting 
overcomes fibrosis and restores the supple function of 
both skin and anorectal structure. Only the inner anal 
epithelium, which gradually becomes thinner and final- 
ly columnar as it approaches the anorectal line, is used 
intra-anally by this method of an infolding flap. 


Symposium on manifestations 
of scleroderma 


P SCLERODERMA, A COLLAGEN DISEASE of unknown 
cause, is most serious in its generalized or systemic 
form, and various aspects of this condition are the sub- 
ject of a symposium published in the Proceedings of 
on Staff Meetings of the Mayo Clinic, February 4, 
1959. 

In introducing the discussion, Louis A. Brunsting, 
M.D., points out that of all the so-called collagen dis- 
eases scleroderma is most true to form in that it par- 
ticularly involves the collagen connective fibers of the 
skin. In its localized form, scleroderma may consist of 
one or many atrophic skin patches commonly arranged 
in linear form; arthralgia and malaise may be noted, 
but systemic effects usually are absent. Generalized 
scleroderma has two forms: diffuse progressive, and 
acrosclerotic. In the diffuse type, the trunk of the body 
is chiefly involved ; pulmonary and gastrointestinal dys- 
function appear early and the disease usually ends 
fatally after periods ranging from a month to several 
years. Acrosclerosis is marked by the early appearance 
of Raynaud’s phenomenon of the hands, followed in 
time by sclerosis; the face is involved next, and the 
esophagus may be affected. The disease usually burns 
itself out after 10 to 20 years. 

R. K. Winkelmann, M.D., in “Treatment of Sys- 
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temic Scleroderma,” states that the purpose of treat- 
ment is to control vasomotor changes, resolve edema 
and sclerosis if possible, and support the patient’s con- 
dition in general. Because of the lack of specific infor- 
mation on pathogenesis, along with the variations in the 
disease process itself, it is difficult to work out a thera- 
peutic regimen. Nevertheless, the author feels that “an 
orderly approach to treatment of this disease” is pos- 
sible. Vasomotor symptoms should be controlled by 
appropriate agents; sclerosis may be treated with eda- 
thamil disodium (disodium versenate), a chelating 
agent. Physical therapy helps maintain function of the 
involved part. Steroids should not be used in the rou- 
tine treatment of the disease. 

In the discussion of acrosclerosis with extensive 
visceral involvement, a case is reported in detail by 
R. Drew Miller, M.D., F. Raymond Keating, Jr., M.D., 
and R. K. Winkelmann, M.D., in which the skin, car- 
diovascular and gastrointestinal systems, lungs, and 
thyroid were involved. Heretofore there have been few 
reports giving clinical confirmation of widespread 
sclerodermatous changes; most information has been 
gained at autopsy. The case reported demonstrates that 
such widespread involvement may be compatible with 
life if the associated disturbances in the various organs 
can be treated. 

Scleroderma of the lungs is discussed by R. Drew 
Miller, M.D., Ward S. Fowler, M.D., and Frederick 
H. Helmholz, Jr., M.D., who report data on pulmonary 
function in 22 patients with scleroderma, grouped ac- 
cording to severity of pulmonary fibrosis. The total 
capacity of the lungs was progressively decreased as 
the pulmonary fibrosis became more severe and gen- 
eralized. Vital capacity was reduced in all groups; 
residual volume was reduced only in those patients 
with generalized fibrosis, who also experienced hypoxe- 
mia with exercise. Although the rates of maximal ex- 
piratory flow were moderately reduced in the severe 
cases, there was little evidence of airway obstruction 
attributable to extensive peribronchiolar fibrosis. 

In “Esophageal Involvement in Diffuse Scleroder- 
ma,’ F. Edmund Donoghue, M.D., states that the 
esophagus is affected more frequently than any other 
enteric organ, and that esophageal symptoms have been 
known to precede the onset of skin changes by 3 years 
or more. The major smooth-muscle coats become 
atrophied, leading to failure of peristalsis and loss of 
the normal barrier mechanism at the cardia. Regurgi- 
tation produces erosive esophagitis, followed by ulcera- 
tion and scarring. Diagnosis is established by esopha- 
goscope, roentgenoscope, and studies of motility. Since 
the muscle changes are irreversible, treatment is de- 
signed to control gastric acidity and correct the effects 
of ulceration. Surgical procedures may be required in 
cases of repeated hemorrhage or strictures that cannot 
be controlled by medical treatment and dilatation. 

The cardiac and renal manifestations in progres- 
sive systemic scleroderma are discussed by E. Newton 
Rottenberg, M.D., Charles H. Slocumb, M.D., and 
Jesse E. Edwards, M.D. In 9 cases studied at necrop- 
sy, myocardial fibrosis was found in 7, being attribut- 
able to scleroderma in 4; in 2 cases there were signs 
of congestive heart failure. Renal lesions were observed 
in 3 cases. The renal lesions of scleroderma form a 
characteristic picture, with multiple arterial occlusions 
and cortical infarcts. The vascular lesions are impos- 
sible to distinguish from those of primary hypertension 
except when considered in a complex including the 
multiple cortical infarcts and glomerular changes like 
those seen in lupus erythematosus. 
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Books for review which were received during the period 
from March 5 to April 5 are listed on advertising pages 173, 
174, and 176. Reviews of these books will be published as space 
permits. 


> SCIENCE AND PSYCHOANALYSIS. Volume 1. In- 
tegrative Studies. Edited by Jules H. Masserman, M.D., Pro- 
fessor of Neurology and Psychiatry, Northwestern University 
of Chicago; President, Academy of Psychoanalysis. Cloth. Pp. 
201. Price $5.75. Grune & Stratton, 381 Fourth Avenue, New 
York 16, 1958. 


This symposium reproduces for the reader the 
short papers presented in May 1957 at the meeting of 
the Academy of Psychoanalysis in Chicago. It is enough 
to know that its guiding spirits were Dr. Masserman 
and the late Dr. Frieda Fromm-Reichmann to under- 
stand that the atmosphere was both liberal and rather 
critical of psychoanalysis as “officially” taught and ad- 
ministered. 

For me, the most valuable contributions (all of 
them are clear, interesting, and deal with basic prob- 
lems) are those of Walther Riese and Abram Kardiner. 

Dr. Riese, head of the Department of the History 
of Medicine at the Medical College of Virginia, traces 
Freud’s discoveries as they appeared in Greek, Roman, 
and earlier West European thought. It is always a 
source of uncanny fascination to read the finest achieve- 
ments of modern psychology in what are almost ran- 
dom remarks by Plato, Hobbes, Rousseau, and Scho- 
penhauer. It seems strange that Dr. Riese gives 
Nietzsche only cursory mention—Nietzsche who, of all 
men up to Freud, came closest to true self-analysis. 

With Kardiner’s polemic against the orthodox 
freudian position in anthropology, I am not sympa- 
thetic. In this book, he debates with George Devereux, 
a law analyst to whom both analysis and anthropology 
are in debt. But Dr. Devereux contributes a short piece 
to the volume that is choppy, careless, and more anxious 
to read his opposition “out of the party” than to do its 
job, that is, to clarify the mutual influences of the two 
disciplines of psychology and anthropology. Dr. Kardi- 
ner, on the other hand, easily picks out Devereux’s 
weak points and establishes a case for his sociologic 
interpretation of psychologic data. One wishes Geza 
Roheim were alive to defend and reformulate his mass 
of data in support of a slightly modified freudian theory 
of culture. 

All of the contributors admit that it is to Freud 
that we owe our present optimism in the treatment of 
mental illnesses, even the most serious. Most of them 
feel that the only future lies in an abandonment of 
psychoanalysis as an isolated science and practice, with 
movement in the direction of cooperation and reformu- 
lation with the biologic and social departments of mental 
investigation. 

Cecit Harris, D.O., M.Sc. (Psy.), F.A.C.N. 
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> PROGRESS IN PSYCHOTHERAPY. Volume 3. Tech- 
niques of Psychotherapy. Edited by Jules H. Masserman, 
M.D., Professor of Neurology and Psychiatry, Northwestern 
University, Chicago; President, Academy of Psychoanalysis; 
and J. L. Moreno, M.D., New York University, New York 
City; Director, Institute of Psychodrama and Group Psycho- 
therapy. Cloth. Pp. 324. Price $8.50. Grune and Stratton, 
381 Fourth Avenue, New York 16, 1958. 


There is perhaps no area in which an annual review 
of development and growth is more pertinent than in 
psychotherapy. Volume III of Progress in Psychother- 
apy is the current issue of a series, bringing the reader 
up to date in the matter of this discipline. Forty-three 
psychiatric leaders in this country, Russia, Greece, Aus- 
tria, Switzerland, and Canada contribute to make the 
book an authentic appraisal of today’s methods. This 
volume is divided into five parts: one (26 pages) on 
the history of psychotherapy, the second (105 pages) 
on the rationale and methods of psychotherapy, the 
third (72 pages) on special technics, the fourth (50 
pages) on psychopharmacology, and the fifth (51 
pages) on developments abroad. 

The book contains an excellent definition of psy- 
chotherapy, given by Jerome D. Frank: “Psychother- 
apy is a relationship between someone in distress and 
someone on whom he relies for relief.””. This definition 
is reinforced by other statements : 

The success of any form of psychotherapy probably depends 
in part on the patient’s trust or faith in his therapist and in 
the treatment procedure. . . . Recent findings, however, sug- 
gest that the effects of this all-pervasive factor on both the 
processes and outcome of therapy may be greater than is 
generally supposed . . . . the patient’s dependency on the thera- 
pist for relief from distress, characteristically coupled with the 
expectancy of a favorable outcome from treatment, creates a 
situation in which the therapist inevitably influences the pa- 
tient’s verbal productions, and probably also influences the dura- 
tion of treatment. Furthermore, the patient’s trust or faith 
may, in itself, have important healing effects. 

Ehrenwald, in another chapter, describes “another po- 
tential source of error which, under certain psycho- 
logically well-defined circumstances, may color—or fal- 
sify—the patient’s responses in the psychotherapeutic 
situation: telepathic leakage or psi-induction, derived 
from the analyst’s own preconscious wishes and expec- 
tations regarding the validity of his theories.” 

A discussion by Ackerman and Behrens opens 
with the statement, “Up to now it is fair to say that we 
have had no true psychotherapy of the family group.” 
They then proceed to attempt to evolve one. Moreno 
gives a rather extensive discussion of his psychodrama 
procedures, after which Marian Chace discusses the 
dance as a therapeutic procedure. Other special tech- 
nics mentioned include the application of dynamic ther- 
apy to nursing, the ministry, and to adolescent and 
marital problems. Bifocal group therapy and other 
group methods are also discussed. 

Physical procedures discussed include variations 
in the use of drugs, with both the modern and older 
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products. Herman Denber discusses the use of pro- 
Jonged sleep treatment which is so widely used in Rus- 
sia and other parts of Europe, but only incidentally in 
this country. He emphasizes the need for dynamic pro- 
cedures in combination with the physical. Even loboto- 
mized patients require preoperative and postoperative 
psychotherapy for an effective therapeutic result. 

The final section of the book contains brief state- 
ments about the status of psychotherapy in Greece, 
Soviet Russia, Canada, Latin America, and Austria. 
In each country cultural differences are significant and 
require variation in technics and methods. 

The book is interesting and an excellent review of 
the present status of psychotherapy. It is noteworthy 
that the only mention of hypnosis, which is undergoing 
a period of popular and scientific revival now, is in the 
section on the history of psychotherapy. This is a defi- 
ciency in the volume, for many developments in hypno- 
therapy have occurred in the past year. However, rath- 
er extensive coverage of hypnosis has been included in 
volumes I and II of this series. On the whole, it is a 


worth-while work. 
Tuomas J. Meyers, D.O., Ph.D. 


>» CARDIAC ARREST AND RESUSCITATION. By 
Hugh E. Stephenson, Jr., M.D., Professor and Chairman, De- 
partment of Surgery, University of Missouri School of Medi- 
cine, Columbia, Missouri; Chief of Surgical Service, University 
of Missouri Hospitals; Associate-in-Charge, Cardiovascular 
Program, State Crippled Children’s Service, University of Mis- 
souri; Consultant, Whiteman Air Force Base Hospital; Markle 
Scholar, John and Mary R. Markle Foundation, 1954-1959, 
Cloth. Pp. 378, with illustrations. Price $12.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 3, 
1958. : 


Here is a sobering fact: 

The annual deaths from sudden cardiac arrest, as they 
relate to surgery and anesthesia, alone, number more than the 
annual deaths from a combination of poliomyelitis, multiple 
sclerosis, scarlet fever, typhoid, diphtheria, and several of the 
other commonly mentioned diseases. 


The author of this book has taken’ seriously the 
challenge presented by this situation, and has spent 
several years accumulating information on the sub- 
ject, with an eye toward a remedy. He established a 
Cardiac Arrest Registry, through which he collected 
data on some 1,700 cases of cardiac arrest. He has 
also experimented with laboratory animals and collect- 
ed a monumental bibliography on the subject. From 
these sources he drew his book, and it is a good one. 

He follows the usual subject headings for a mono- 
graph—history, incidence, diagnosis, etiology, manage- 
ment, complications, prognosis, prevention, care of the 
postresuscitative patient, and a chapter on elective 
cardiac arrest for operations on the open heart— 
but the breadth of his sources makes possible the in- 
clusion of unusual amounts of helpful detail. In addi- 
tion, he makes good use of common sense. There is, 
for example, a list of twenty-three “fallacies of cardiac 
arrest and resuscitation,” which summarize in a nega- 
tive way the author’s beliefs on management. It is 
difficult to choose the most significant from this list, 
but here are a few examples of the fallacies which 
he considers “common and most serious” : 

That one need not concern himself about the resuscitative 
procedure until actually faced with the problem. 

That one can effectively massage the first heart that one 
encounters with cardiac arrest (unless some sort of practice 
in the animal laboratory otherwise has been carried out). 
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That ventricular fibrillation is an irreversible state. 

That anoxia is the primary cause of cardiac arrest. 

That cardiac arrest is appreciably more frequent in the 
poor risk patient. 

That the closed chest needle puncture of the heart is an 
approved method for resuscitation. 

That one should have had experience opening a chest prior 
to a thoracotomy—that he need be a chest surgeon. 

_ That during cardiac compression the ventricles should be 
massaged at a rate which would allow adequate time for dias- 
tolic filling between successive compressions. 

That resuscitative equipment will always be available and 
in working order without constant vigilance. 


This quotation is part of a chapter on “Pitfalls, 
Precautions, and Complications in Cardiac Resuscita- 
tion,” which is one of the most interesting and helpful 
in the book. Its subjects range from myocardial dam- 
age or heart rupture as a result of manual compression, 
through renal trauma, to medicolegal aspects of cardiac 
arrest. Similar comment on breadth of coverage could 
be made on other chapters. 

A book like this could so easily have been merely 
a scattered rehashing of sources and experimental data, 
but it is not. It has cohesiveness, interest, and useful- 
ness, 


>» PYE’S SURGICAL HANDICRAFT. A manual of sur- 
gical principles, minor surgery, and other matters connected 
with the work of surgical dressers, house surgeons and prac- 
titioners. Edited by Hamilton Bailey, F.R.C.S. (Eng.) ; F.A.C.S., 
F.R.S. (Edin.) ; Emeritus Surgeon, Royal Northern Hospital, 
London; General Surgeon, Metropolitan Ear, Nose, and Throat 
Hospital; Consulting Surgeon, Italian Hospital; Hunterian 
Professor, Royal College of Surgeons; Vice-President, Inter- 
national College of Surgeons; formerly External Examiner in 
Surgery, University of Bristol. Ed. 17. Cloth. Pp. 800, with 
illustrations. Price $10.00. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, 1956. 


The seventeenth edition of this classic guide to 
surgical handicraft has been completely revised to 
meet the demands of modern readers, extending fur- 
ther the transition from emphasis on copy to emphasis 
on pictorial representations. As is well known, the 
book is a compendium of practical information for 
the house surgeon or practitioner, giving succinct de- 
scriptions of minor operative procedures and detailing 
preoperative and postoperative management, as well as 
outlining numerous other “ordinary” duties, including 
testing and treatment of complications such as shock 
or hemorrhage. Not only are the methods presented, 
however, but reasons for their use are explained. 

The book is by no means modern in format, but 
it is an adequate reference. Its long history (first edi- 
tion: September 1884) already attests its past worth 


-as a handbook, and the constant effort to keep it up 


to date is most commendable. 


> POISONING. A Guide to Clinical Diagnosis and Treat- 
ment. By W. F. von Oettingen, M.D., Ph.D., National Insti- 
tutes of Health, U.S. Public Health Service, U.S. Department 
of Health, Education and Welfare. Ed. 2. Cloth. Pp. 627. 
Price $12.50. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1958. 


The increasing numbers of Poison Control Cen- 
ters throughout the country are evidence of increased 
knowledge and concern about the effects of poisoning, 
especially in children and industrial workers. In just 
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the 6 years since the first edition of this book appeared, 
many new types of poisoning have been identified and 
new methods devised for their detection and treatment. 
Among myriads of new drugs are many with danger- 
ous side effects—not to be considered actual poison- 
ings, perhaps, but conditions that need to be handled in 
much the same way. Chemical innovations in industry 
bring new products and savings in labor and materials, 
and new sources of disabling or even fatal poisoning. 
Formerly mystifying and anomalous toxic reactions 
have been elucidated. The average doctor in general 
or industrial practice is hard put to keep abreast of the 
manifold developments in this field. 

Dr. von Oettingen’s book is designed to provide 
in one place all that a doctor needs to know about the 
detection and treatment of poisoning. Emphasis is on 
practical applications, but for those who want to know 
more about basic mechanisms and experimental studies, 
sources are listed. Methods of diagnosis and emergency 
handling are succinctly described; rationale and pro- 
cedures in management are explained; and the physi- 
cian’s legal responsibilities in states requiring the re- 
porting of cases are shown in convenient outlines. The 
main purpose of the book, however, is implemented by 
the large section listing poisons alphabetically, with a 
synopsis of symptoms and treatment for each, from 
Abrus precatorius L. (“rosary beads”) to the ubiqui- 
tous Zygadenus venenosus (death camass). This list, 
together with the excellent index, enables the doctor to 
put his finger on the information he needs with no time 
lost. 

Dr. von Oettingen brings to this work the au- 
thority of the enormous experience and resources of 
the U.S. Public Health Service. The busy physician 
will find the book highly useful and informative. 


® UROLOGY IN GENERAL PRACTICE. By Frank 
Coleman Hamm, M.D., M.S., F.A.C.S., Professor of Urology, 
Department of Surgery, State University of New York Down- 
state Medical Center; Director, University Division of Urology, 
Kings County Hospital; Chief Attending Urologist, The Brook- 
lyn Hospital. Sidney, R. Weinberg, M.D., F.A.C.S., Assistant 
Professor of Urology, Department of Surgery, State Univer- 
sity of New York Downstate Medical Center; Attending Urolo- 
gist, University Division of Urology, Kings County Hospital ; 
Assistant Attending Urologist, Long Island College and Mai- 
monides Hospitals. Paper. Pp. 293, with illustrations. Price 
$6.00. J. B. Lippincott Company, East Washington Square, 
Philadelphia 5, 1958. 


The material in this book was subjected to the 
hard test of exposure to the authors’ students and col- 
leagues at the University of the State of New York. 
Encouraged by the evident acceptability of their work, 
the authors have now published it with the stated aim: 
“to introduce the medical student and the resident 
physician to the field of Urology and to provide a ready 
reference for those in other branches of medicine and 
surgery.” From the scientific standpoint, their purpose 
is to explain urologic practice in relation to medicine in 
««xeral—a concept that is certainly in line with the 

ent trend toward broadly based medical practice 

better liaison between the specialties. How well 
the authors succeed in this will be judged according to 
the attitudes and viewpoints of the book’s users. 

As indicated by its title, Urology in General Prac- 
tice, the subject matter of the book covers all kinds of 
clinical problems rather than the basic knowledge that 
the student or physician presumably acquired in the 
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preclinical period. Discussions of applied anatomy and 
physiology serve where necessary to establish the back- 
ground. Chapter subjects progress logically from the 
introductory presentation of terminology through gen- 
eral clinical considerations to specific diseases. The 
book is well indexed, and copiously illustrated with 
drawings and halftones of generally good quality. The 
excellent bibliographies included in the chapters greatly 
enhance the usefulness of the text. 

It is highly regrettable, however, that this book 
was allowed to appear in a form which will almost 
certainly discourage, and perhaps antagonize, potential 
users. Much of the writing is awkward and cloudy; 
many misspellings and typographic errors have slipped 
through. The offset printing of the text can only be 
described as crude, a situation difficult to understand 
in this day of highly perfected offset processes. The 
format is marred by crooked type, erratic inking, and 
inconsistent type styles; in the reviewer’s copy, the 
text paper varied in color, for no apparent reason. If 
an author’s work is to gain an audience nowadays, it 
must have the benefit of competent editing and pro- 
duction. 


> THE CERVICAL SYNDROME. By Ruth Jackson, B.A., 
M.D., F.A.C.S., Clinical Assistant Professor of Orthopaedic 
Surgery, The University of Texas Southwestern Medical School, 
Dallas; Attending Orthopaedic Surgeon, Baylor University 
Hospital; Formerly Chief of Orthopaedic Surgery, Parkland 
Hospital and Instructor in Orthopaedic Surgery, Baylor Uni- 
versity College of Medicine, Dallas, Texas. Cloth. Pp. 197, 
with illustrations. Price $6.50. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


General expansion and clarification have made the 
second edition of this popular monograph even more 
usable than its predecessor. More emphasis is given 
to roentgenographic diagnosis and the mechanisms of 
cervical disorders. The section on treatment has been 
expanded. Anatomic factors, such as the part of the 
vertebral artery and dura mater spinalis in production 
of pain, have more emphasis as well, and larger space 
is given to the effects of partial or complete disloca- 
tions, inflammatory conditions, and fractures as causes 
of the cervical syndrome. 

As in the previous edition, symptoms are given in- 
terpretive rather than merely descriptive treatment. The 
author establishes causal connection between basic an- 
atomic and kinetic facts and clinical evidence. 


Correction 


On page 452 of the March JourNaAL the names of 
the Chairman and the Vice Chairman of the American 
Osteopathic Board of Dermatology were omitted. They 
are: 


A. P. Ulbrich, Chairman, Detroit, Michigan 


Anthony E. Scardino, Vice Chairman, Kansas 
City, Missouri 


On page 467, Mrs. E. F. Martin should have been 


listed as Corresponding Secretary instead of Executive 


Secretary of the American Osteopathic Board of Sur- 
gery. 
We regret the errors. 
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NEW! 


USHER’S MARLEX MESH 


THE AVAILABILITY 
OF USHER’S 


A LINEAR POLYETHYLENE SURGICAL MESH [ULINIOE 


FOR REPLACING TISSUE DEFECTS 
PACKAGED STERILE, FREE OF IMPURITIES, ECONOMICAL 


Extensive clinical experience* in the re- 
pair of tissue defects using USHER’S 
MARLEX MESH indicates outstanding 
properties inherent in this new material. 


e Exceptional Tensile Strength 

® Low Tissue Reaction 

© Non Wettable 

® Outstanding Chemical Resistance 
® Minimal Fragmentation 


56) 


e Inert in Presence of Infection 
e Non Toxic 
e Soft, Porous, Pliable 


Developed by Dr. Francis C. Usher, 
Clinical Associate Professor of Surgery, 
Baylor University College of Medicine 


For full information write: 


RUBBER COMPANY 


Dept. M1, Providence 2, Rhode Island 


*USHER, FRANCIS C., AND GANNON, J. P.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. |. Experimental 
Studies. A.M.A. Arch. Surg., 78: 131-137, 1959. USHER, FRANCIS C., FRIES, J. G., OCHSNER, J., AND TUTTLE, L. L. D., JR.: 
Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. 11. Clinical Studies A.M.A. Arch. Surg., 78: 138-145, 1959. 
USHER, FRANCIS C., OCHSNER, ‘J., AND TUTTLE, L. L. D., JR.: Use of Marlex Mesh in the Repair of Incisional Hernias. 


The American Surgeon, 24: 969-974, 1958. 
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A single short course of injections—1 ml. 
daily for 6-8 days—provides prompt re- 
lief which persists for months in most pa- 
tients, and can be maintained by 
occasional booster doses. 

Anergex therapy suppresses allergic 
manifestations, regardless of the offend- 
ing allergen, thus eliminating skin tests, 
special diets, and long drawn-out desen- 
sitization procedures, 

Over 500 documentated case re- 
ports'?.34 show that Anergex provided 
marked improvement or complete relief in 
over 60 per cent. 

Anergex is effective in: al and 
rhinitis (pollens, dust, dander, molds, foods); allergic 
asthma; asthmatic bronchitis and eczema in children; 
food sensitivities. 

Available: Multiple-dose vials containing 8 mi.—one 
average treatment course. 


38th & Ludlow Streets, Philadelphia 4, Pennsylvania 


1, Clin, Med. 2:1009, 1955. 

2. Amer, Prect. & Digest Treat, 1956. 
3. Cin. Med, 3,1059, 1956, 

4, Unpublished dota. 


* Reg, U.S. Pat. Off. 


literature available 
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THE 


FLORAQUIN 


REGIMEN 


Reverses Vaginal Pathology 
Toward Normal Physiology — 


Basically the Floraquin regimen accom- 

plishes the following three-step restorative 

action: 

Step 1—Diodoquin® content destroys monilia, 
protozoa and trichomonads, thereby 
clearing the way for... 


Step 2—Acid content helps reestablish the 
normal pH (3.8 to 4.4) favorable to the 
regrowth of Déderlein bacilli. 

Step 3— Dextrose and lactose content fur- 
nishes essential nutriment to Déder- 
lein bacilli. 


Treatment Procedure—Following an initial 
three to five-day office treatment, the patient 
is “. . . issued a prescription for Floraquin 
vaginal suppositories which she is instructed 
to insert high into the vagina each evening. 
On the morning following each application of 
these suppositories, the patient should take a 
vinegar water douche. .. . The treatment con- 
tinues through the next menstrual period, 
both the douches and the insertion of the 
suppositories being continued through the 
menstrual period.”* 


intravaginal Applicator for 
Simplified Self-Treatment 


With this smooth, unbreakable, plastic 
plunger the tablets may be placed in the va- 
ginal fornices, assuring coating of the entire 
mucosa as the tablets disintegrate. A Flor- 
aquin applicator is supplied with each box 
of 50 tablets. 


| SEARLE | Research in the Service of Medicine 


Vor. 58, May 1959 


IN ALL TYPES OF VAGINITIS 


Supplied: Powder — bottles of 1 and 8 ounces. 
Vaginal tablets—boxes of 24 and 
also boxes of 50 with applicator. 


G. D. Searle & Co., Chicago 80, Illinois. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 (Sept.) 
1956. 
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meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL oF EMOTIONAL DISTURBANCES 
THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional reaction 
is possible because of the dual sites of action of PROZINE—the thalamic 
and hypothalamic areas of the brain. The unique dual action of PROZINE 
enables the physician to exert more specific control over emotionally dis- 
turbed patients. 


PROZINE controls emotional disturbances manifested by apprehension 
and agitation, insomnia, nausea and vomiting, gastrointestinal symptoms, 


alcoholism, menopausal symptoms, premenstrual tension. 


PROZINE is indicated in patients having a primary emotional disturbance, 
in patients having an emotional disturbance unrelated to their organic 
disease, and in patients emotionally disturbed by primary organic disease. 
PROZINE is especially useful in overly apprehensive medical patients— 
including surgical and obstetrical—and in emotional problems of children, 
adolescents, and the aged. It also is useful in emotionally disturbed patients 
who receive little or no relief from analgesics, barbiturates, anticholinergics, 


antihypertensives, and hormones (estrogens and corticoids). 


*Trademark 
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SIMULTANEOUS ACTION 


of two psychotropic drugs 
affecting two areas 
of the brain, produces 


more SPECIFIC CONTROL 


PROZINE in the recommended dosage (1 or 2 capsules, 3 or 
4 times daily) produces more specific control than is obtain- 


able with high doses of other ataractic agents. 


tYue— in emotionally disturbed patients on PROZINE the dose 


required is diminished to the point where the incidence of 
side-effects and toxicity reactions is minimal* and the patient 
is calm, tranquil, and amenable to additional therapy, whether 


it be educational, medical, or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. of 
meprobamate and 25 mg. of promazine hydrochloride. . : 
Comprehensive literature available 


Wyeth *In studies involving 972 patients suffering a variety of emotional diseases, 
related and unrelated to physical ailments, 78 per cent were improved; the 
incidence of side-effects was only 3.7 per cent. 


Philadelphia 1, Pa. 
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most spermicidal contraceptive 


your most fastidious patients 4 Ly 


VAGINAL CREAM 
“...is highly spermicidal... .Its relative simplicity 


makes it very acceptable to the patient.”* 


*Behne, D.; Clork, F.; Jennings, M.; Pallois, Olaon, Wolf, L., and Tyler, E. T.: West. J. Surg. 64: 152, 1956. 
ition: Nonylph 5% In on oil-in-water emulsion at pH 4.5. 


: O Ss : 3 
>, 
we 
on 
. * 
-* 
P 
: 
“ | 
| 
: é 
é 
4 


Vor. 58, May 1959 


Gastrointestinal 


Di ity and Tension 


MONODRAL 


TABLETS 
« ANTICHOLINERGIC + SEDATIVE 


Dependable control of | yperuicidity an 


hypermotility. “Spasmolysis. Prompt a 


ta three or ur 
Other gastrointestinal dis- 


For unsurpassed results in PEPTIC ULCER 
prescribe Monodral witn Mebaral in conjunction 
with 
7 PIONEER 
ALUMINUM 
HYDROXIDE GEL 


© Fast Acting Reactive Gel Creamalin liquid — 8 and 16 fl. oz. 
© Protective Coating Creamalin tablets — bottles of 50 and 200. 


| 
Functional and Organic tro 
q 
Monodralbromide...5mg. 
prolonged pain renet and tranquillity. 
orders, | tablet three or four times daily. 
im 
YS 


A LOGICAL COMBINATION 


RAUDIXIN 
Squibb Standardized 
Whole Root Rauwolfia Serpentina 


FLUMETHIAZIDE 


POTASSIUM CHLORIDE 


RAUDDIN ENHANCED 


BY AN ENTIRELY NEW DIURETIC — FLUMETHIAZIDE 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION?3 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all degrees of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 
extracellular sodium and water without potassium depletion.1-3 
Potassium loss is less than with any other nonmercurial diuretic.1 
Moreover, the inclusion of supplemental potassium chloride in 
Rautrax provides added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower dosage of each ingredient effectively maintains safe 
antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within range of 1 
to 6 tablets daily in "divided doses. Note: In 
patients already on 
blocking agents, veratrum and/or hydrala- 


zine, the addition of Rautrax necessitates an’ 


when are added to the 
autrax 


mg. of Raudixin, 400 mg. of flumethiazide, and 
400 mg. of , loride, bottles of 100. 
References: 1. r, J. H., and others Am. 
J. Cardiol., 3: iis “Gan, 1959. « T.. 
and others: To ag od, Am. iol., 
(April) 1959. « others: 
Monographs on Therapy, 4: :43 ee | 
A. C.; ochelle, 

, R. V.: To be published Rochelle 
Be Ill; C., and Fora V.: 

‘o be publish 

LITERATURE AVAILABLE ON REQUEST. 


“ravoxin® AND “RAUTRAX’ ARE SQUIBB TRADEMARKS 


: : Squibb Quality — the Priceless Ingredient 


Journat A.O.A. 
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provide a rational 
When the optimum weight is reached— weight control regumen 
the maintenance of desired eating patterns is 

most important. Continuing support by the 

physician is necessary. Here, Obedrin and 

the 60-10-70 Plan can be valuable aids to 


OBEDRIN PROVIDES: 
both the physician and patient. 


Methamphetamine for its proven 
anorexigenic and mood-lifting effects. 
FORMULA: tablets and capsules 
Pentobarbital as a balancing agent, 
(Methamphetamine HCl) to guard against excitation. 
Pentobarbital 20 mg Vitamins B, and B, plus niacin to 
100 mg. supplement the diet. 
Thiamine Mononitrate .... 0.5 mg. 
ee eae 1 mg. Ascorbic acid to aid in the mobilization 


Nicotinic Acid. ........ 5 mg. of tissue fluids. 


. 
Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. FV A ASSENGILL COMPANY ie 
| 
: 


for effective timing...a flexible dosage form 


tablets 
or capsules 


LUNCH DINNER EVENING SNACK 


Obedrin tablets or capsules provide a flexible dosage form 
which may be prescribed to depress the appetite at 
peak hunger periods. 


The pentobarbital content assures control of excess 
central nervous stimulation, and the 60-10-70 Basic Plan 
provides for a balanced food intake with sufficient protein 
and roughage. 


Obedrin is available in tablet and capsule form. 


Currently, mailings 


will be forwarded only ADVANTAGES OF OBEDRIN 
at your request. Write 
for 60-10-70 menus, e@ An effective anorexigenic agent 


weight charts, and 
samples of Obedrin 


e@ A flexible dosage form 

@ Minimal central nervous stimulation 
@ Vitamins to supplement the diet 

@ No hazards of impaction 


Cbedrin 


and the 60-10-70 Basic Plan 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. ASSENGILL COMPANY 


— 


the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


capsules 
125 mg., 250 mg. 


oral suspension 
orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 ce. 


pediatric drops 

orange flavored, 10 ce. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Pfizer) Science for the world’s well-being 


Jo ote: Raepie and high initial antibiotic blood levels are amy Bicrtant factor PFIZER LABORATORIES 
n umeventiul recoveries. Glucosamine the fastest, Co., Inc. 
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thighs all day, could 


hurts to laugh pressure inside is terrible 


resolve sinus headache—Sinutab 


With a single new prescription you can resolve sinus or frontal headache. Sinutab aborts pain, 
decongests, relieves pressure and provides mild tranquilizing action to relax the patient. 


Prescribe Sinutab for prompt dependable relief of sinus or frontal headache. 
AVERAGE DosAGE: Adults: ‘Two tablets every four hours; prophylactically, one fs 
tablet every four hours. Children 6 to 12 years: one-half adult dosage. siINUTAB || WARNER 


1s: N-acetyl-para-aminophenol, (APAP) 150 mg. (2% gr.); Acetophenetidin, eee 


150 mg. (2% gr.); Phenylpropanolamine HCl, 25 mg. (% gr.); Phenyltoloxa- 
mine Dihydrogen Citrate, 22 mg. (4% gr.). SUPPLIED: Bottles of 30 tablets. moanre prawe no. 


* TRADEMARK 
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artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the aArRTAmiDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 

Each artamive tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (% gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (1% gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. supriiep: artamipe Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 

write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


Vor. 58, May 1959 A-89 


\ 
= 
3 
| 
iy 
5 are 


Quaker Oats and Mother’s 
Oats, the two brands of oat- 
meal offered by The Quaker 
Oats Company, are identical. 
Both brands are available in 
the Quick (cooks in one min- 
ute) and the Old-Fashioned 
varieties which are of equal 
nutrient value. 


The Quaker Oats @mpany 


A-90 


The pattern of essential amino acids in food protein is the critevion of 
quality by which biological effectiveness is measured. The efficient 
conversion of ingested protein to tissue protein depends on the con- 
comitant presence of all needed amino acids in proper amounts and 
proportions at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the amount of pro- 
tein it provides. The quality of its protein is good—the distribution 
pattern of essential amino acids of the protein afforded by the oatmeal- 
and-milk serving resembles remarkably closely the pattern required 
by man. 


Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 
Dish* with Pattern of Essential Amino Acids Required by Male Adults 
(Values on Basis of Tryptophan as Unity) 


Threo- 
| nine 


Methio- 
nine 


Trypto- | Phenyl- 
cine 


| phan | alanine Lysine Valine Leucine 


Essential Amino Acids 
Pattern in Quaker Oats 1.0 3.8 4.2 2.9 4.7 1.4 6.4 4.3 
Breakfast Dish* (1) 


Essential Amino Acids 
Pattern Required by 1.0 4.4 3.2 2.0 EM 4.4 4.4 2.8 
Male Adults (2) 


*Prepared from 1 oz. Quaker Oatmeal (dry) and 4 fl. oz. whole milk. 


(1) Estimated from values in “Amino Acid Content of Foods”, Home Economics Research Report No. 4, 
U.S. Dept. Agr., 1957, pp. 48, 58. 
(Quaker Oats protein = 16.7%) 


(2) Staff Report: “Rose Reports Human Amino Acid Requirements”, Chem. Eng. News 27:1364 (1949). 


Oatmeal is also noted for its significant content of B vitamins and 
minerals important to physiologic needs. Its delicious taste and easy 
digestibility further qualify oatmeal as an ideal “‘habit food” for every 
day’s breakfast. 


CHICAGO 
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a specific treatment fora ® 


your very important patient... 
(and what one isn't! ) 


with a very important problem... 
(allergy ) 


controlled by a very important product... 


(Polaramine...the newest antihistamine) 


The control of your patient’s allergy is very 
important to him. He expects the greatest relief possible — 
and he can have it with PoLARAMINE. 
Until PoLaraMIng, your patient had to take the antihistamine benefits 

with the side effects. But now POLARAMINE— 
the closest approach to a perfect antihistamine— 

virtually eliminates side effects and achieves a greater therag@tme€ 
in the management of a wide range of seasonial and nonseasonal 
allergies at lower dosages than other antihistaméiies. 


PoLarAMINE REPETABS permit patients daylong or nightlong vena: £ 
from allergic symptoms with a single medication. ~ 


Supplied: PoLARAMINE REPBTABS, 6mg., bt of 100 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 
Syrup, 2 mg./5cc., bottles of 16 oz. 


the first 
major antihistamine advance 
in over a decade... 


POLARAMINE’ 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


SCHERING CORPORATION + Bloomfield, New Jersey 
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TO STOP DIARRHEA 


from all points...growing evidence favors 


FUROXONE 


brand of furazolidone 


® Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) =® Convenient TABLETS, 
100mg. #® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


WIFT RELIEF OF SYMPTOMS 


FECTIV, NTROL OF “PROBLEM" PATHOGENS 
(no sigaific resistance develops to this wide-range bactericide) 


ELL TOLERATED, VIRTUALLY NONTOXIC 


N ORMAL BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 


fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with chloramphenicol. Only 
FUROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 

Galeots, W.R., and Moranville., B. A.: Student Medicine (in press) 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 


TournaL A.O.A, 


| 


Proven 


in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or 


Supplied: 400 mg. scored tablets, 200 mg. sugar Wit blets, 
ay WALLACE LABORATORIES, New Brunswick, N. J. 
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NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 
THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 

. . . and there were no new or “‘peculiar”’ 
side effects. Moreover, DECADRON helped 
restore a “‘natural’’ sense of well-being. 
* 


DEXAMETHASONE tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 


treats more patients 


i 4 MERCK SHARP & DOHME 
more effectively Oo DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Journat A.O.A. 


i 
a 
" 
: 
q 


“first choice 


4 
4 


| because... (ee over). 


\ 
i 
1 skin, soft tissue and post-surgical infectlons- | © 
Lue to siapnh or gram negatives 
CA 


first choice” antibiotic for use 
staph and “gram negatives” 


because it is: 


e bactericidal— not merely bacteriostatic e less likely to lead to the development of 
resistant organisms in clinical usage 


e rapid-acting 


¢ effective against a wide range of organisms, e ‘most likely to succeed’’—in saving time, 
including many strains resistant to other . cutting the cost of illness, reducing com- 
antibiotics plications and bringing about a successful 
e clinically safe in specified dosage therapeutic result ' 


because it is: @j inically proven 


in over 1000 cases by LD] investigators, reported im 42 published papers 


POST-SURGICAL INFECTION 
KANTREX Clinical Report No. 799 


RAPID RESPONSE TO | typ ical 


dramatic 
fs response 
(even after other 

Operation antibiotics failed ) 

wec 74 = 97 93 
= El ( 
= 

— 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration 
of papillary carcinoma of the bladder. His temperature began rising on the 
10th postoperative day; subsequently urine and blood cultures yielded A. aero- 
genes. After penicillin, tetracycline and chloramphenicol failed to alter the 
course of the infection, KANTREX brought about a dramatically improvement. 


— Rutenburg, A. M., et al.: Annals N.Y. Acad. Sci. 76:348, 1958. 


& 
Kantrex 1S the — 
q 
Re 
= 4 
a 
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UPF : Available as a rea erile ac 
Seasitivity Discs and comprehensive fitercivre availabl on istol 
BRISTOL LABORATORIES INC., Syracuse, New York 


extended release weight control 
one tablet per day 


one AMVICEL-X tablet taken after arising re- 
leases, over a 10-12 hour period at a controlled 
uniform rate, the key weight control factors: 


—ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 
to inhibit appetite — d-Amphetamine Sulfate 15 mg. 


to offset Amobarbital ........ .60 mg. 


plus vitamins and minerals to provide important nutrients 


VITAMINS: A, 5,000 USP units; D, 500 USP MINERALS: Calcium, 225 mg., Cop- SUGGESTED DOSAGE: 1 tablet taken 
units; C, 75 mg.; By, 3 mg.; Bz, 3 mg.; By, 0.5 per, 0.75 mg.; Iron, 10 mg.; lodine, after rising supplies uniform control 
mg.; By. as IONEX-12*, 3 meg.; Niacinamide, 0.15 mg.; Manganese, 1 mg.; Phos- throughout the day. 

30 mg.; d-Calcium Pantothenate, 5 mg. phorus, 90 mg.; Zinc. 0.3 mg. SUPPLIED: Bottles of 100 orange capsule- 
*Stuart’s absorpti hancing resin complex of Vitamin By; (Biz: from Cobalamin) shaped tablets at all pharmacies. 


THE STUART COMPANY * PASADENA, CALIFORNIA 
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a specific = 
skeletal muse 
relaxant 


Chemically unlike any other muscle 
relaxant, Sinaxar is 


© consistently effective in the majority 
of cases 


@ long acting: no fleeting effects 


@ purely a skeletal muscle relaxant... 
free of adverse physical or psychic 
effects frequently encountered with 
tranquilizers 


posaGE: Two tablets three or four times daily. 


SUPPLIED: 200 mg. tablets in bottles of 50. 


INDICATIONS: Any condition involving skeletal muscle } Bi: 
spasm, as musculoskeletal disorders: acute and chronic 
back ache; arthritides; bursitis; disc syndrome; frosts: | 
myalgia; myositis; osteoarthritis; following orthopedic 
procedures; rheumatoid arthritis; spondylitis; sprains 
and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome; 
multiple sclerosis. 


ARMOUR 


AX: 
[A | ARMOUR PHARMACEUTICAL COMPANY ¢ A Leader in Biochemical Research © KANKAKEE, ILLINOIS 
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Upjohn screened 357 
steroids to develop 
Oxylone™... 

the first steroid 
designed 

specifically for 

topical application. 


Available as: 


Oxylone Topical Cream — each gram con- 
tains 0.25 mg. (0.025%) fluorometholone. 


Neo-Oxylone* Topical Ointment—each gram 
contains 0.25 mg. (0.025%) fluorometho- 
lone and 5 mg. neomycin sulfate (equiva- 
lent to 3.5 mg. neomycin base). 


Usual dose: 1 to 3 applications dally. 
Supplied: In 7.5 Gm. tubes with applicator 


tips. *rRADEMARK 


[Upiehn |the Upjohn Company, Kalamazoo, Michigan 


00 0:08 0 9.0 
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catheters 
are contagious 


to meet the danger/to treat the patient 


“We have given FURADANTIN for as long as three months to 
patients with indwelling catheters without deleterious effects.” 


| 
SN 
F ] 
: brand of nitrofurantoin 


all things considered... 


1. The Catheter Controversy.—“Opinions vary greatly on the danger of cathe- 
terization. ...The very frequency with which the procedure is done indicates 
that many clinicians believe the danger to be small. At the other extreme 
there are experienced clinicians who regard the danger of catheterization 
sufficient to require stringent indications for it.” 


2. The Catheterization-Causation Cycle.—“Thecatheter is probably the most 

- common agent responsible for resistant urinary tract infections ... a catheter 
seeds the bladder with urethral bacteria.”* “In certain parts of the country 
internists are claiming that most instances of chronic pyelonephritis are in pa- 
tients whose infection was introduced by previous urethral catheterization.’* 


3. The Indwelling Invitation to Infection.-During indwelling catheteriza- 
tion, “the urethra is distended by a foreign body for days or weeks. The 
response to this is production of a sheath of mucopurulent exudate around 
the catheter, providing a splendid medium for growth of microorganisms. 
Infection of the bladder cavity is almost inevitable under these circum- 
stances.” 


4. The Communal Catheter—A Key to Cross-Infection.—The most likely ex- 
planation of these findings was that there was significant cross-infection on 
the male surgical wards, presumed to be through the medium of instrumenta- 
tion and catheterization. . . . There seems little doubt, at present, that 
nosocomial infections play a large role in the pathogenesis of many urinary 
tract infections, and that catheterization and other instrumentation are the 
major carriers.”® 


s. A Culprit in Chronicity.—“In chronic recurrent infections, catheterization 
and instrumentation seem to be major factors accounting for chronicity and 
drug failures.” 


... there’s a point to prophylaxis 


“All instrumented patients, male or female, deserve prophylactic drugs to 
prevent iatrogenic urinary tract infections.”* “It should be emphasized that 
any instrumentation should be accompanied by prophylaxis at the time of 
and for 24 hours subsequently to prevent unnecessary reactions, and better 
yet for 24 hours preceding.”” 


FURADANTIN Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
REFERENCES: 1. Carroll, G., et al.: J. Am. Geriat. Soc. 5:635, 1957. 2. Beeson, P. B.: 
Yale J. Biol. 28:81, 1955. 3. Lich, R., Jr.: J. Arkansas M. Soc. 52:271, 1956. 4. Baker, W. J.: 
J. Urol., Balt. 80:85, 1958. 5. Kass, E. H.: Am. J. Med. 18:764, 1955. 6. Welch, H.: The 
Manual of Antibiotics, New York, Medical Encyclopedia, Inc., 1955-1956, pp. 934-949. 
7. Herrold, R. D.: Med, Clin. N. America 42:285, 1958. 


NITROFURANS~—a unique class of antimicrobials—neither antibiotics nor sulfonamides (). 
EATON LABORATORIES, NORWICH, NEW YORK 
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obalt-ind ery- 


| thropoietin increases 
| demonstrated phia 

| cologically, by per « 
of Fe’ uptake. 
| Activates the 


physiologic 
mechanism in 
anemia therapy 


»))))) 


12 hrs. iday 2 days 3 days 


Each tablet contains: Cobalt chloride (Cobalt as Co..3.7 mg.)..15 mg., Ferrous Sulfate, exsiccated..100 mg. 


Only cobalt among therapeutic agents enhances pro- 


duction of erythropoietin to promote red cell formation.":?:* 


With Roncovite-MF, increased erythropoietin pro- 


duction permits excellent hematopoietic response with 


sharply reduced iron dosage. 

Cobalt-iron (Roncovite therapy) has been demon- 
strated as superior to iron alone in the common hypo- 
chromic anemias such as menstrual anemia, anemia of 
pregnancy, nutritional anemia of infancy and refrac- 
tory anemias of chronic infection. +:5:°7:° 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.; 
Jacobson, L. O. and Goldwasser, E.: Ann. Int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C.. and 
Bethell, F. H.: J. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 1:15 (Mar.) 
1958. (7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, J. M.; 
La Jous, J., and Sebastian, F. J.: Texas State J. Med. 51:686 (Oct.) 1955. 
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the first 
effervescent 


bulk laxati 
ulk laxative 
New : 
XCELLENT RESULTS—g:eoter hydrophilic capacity without the feeling of fullness 
(geiling takes place in the intestine —mebdn the stomach), Low viscosity permits at 
uniform distribution throughout intestinal ‘Sontents. 
PLEASANT TASTING—delightfully refreshing; demon-flavored effervescent liquid 7 
assures patient cooperation. 
FLEXIBLE— dosage can be-voried according to the needs of adults, Geriatrics, chil- 
dren, pre-and post-operative patients... everyone. 
EASY-TO-TAKE— looks good. Really. tastes géod. Cleary attractive, effervescent 
drink. 
CONTENTS: = DOSAGE: 
Each 7 Gm. (approximately 1 revnded Adults: initially, rounded teaspoonful in a 
spoontul) provides: glass of water, morning Night. Dosage 
Sodium ‘cs 2? Cm. may be increased of decreased to suit feeds. 
... .6.mg. Children 3 years an@ over: initially. level 
{chemically similar to the attive principle teaspocntul in oneRalt-glass of water voon 
ae of prunes) retiring. sequent dosage to be adjusted 4 
am Supplied: 9 oz. bottles at-all pharmacies. according t result 
PREPARATION FOR 


OF ComsTIPATION 


THE'STUART COMPANY PASADENA, CALIFORNIA 
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if you were 
in the rheumatoid arta s shoes, 


Doctor... 


wouldn’t you want a steroid 
. with a proved record 
of safety and success? 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 
by functional improvement and maintained on an uncomplicated, 
low-dosage regimen with minimal chance of side effects} 
and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids+ 
+Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING. CORPORATION +- BLOOMFIELD, NEW JERSEY 


MC-J-2288 
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you know 
| relief is in store for 
‘ | patients with 
drug reactions 
because you know 
the results achieved with 


prednisone 


Over 1800 published papers on METICORTEN 
Reports* show that 85.7% of patients with drug reactions were 
successfully treated with METICORTEN. 


SCHERING CORPORATION + BLOOMFIELD, NEW JE 
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*Schering Clinical IBM Tabulation of 
Published Reports on METICORTEN 
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prevent monilial superinfection 


COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLIN E—antibiotic activity against the broad range 
of susceptible 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 


glucosamine-potentiated tetracycline with nystatin 


capsules 


250 mg. glucosamine-potentiated tetracycline 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 cc.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin. 


Pfizer) Science for the world’s well-being | pas 
Pfizer Laboratories, 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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MI-CEBRIN’. .. broad vitamin-mineral 


support to help maintain tissue integrity 


“Mere duration of life is not enough,”’ stresses 
Spies;! “. . . we must devise methods which 
make old age wait.’ These, he says, are chiefly 
dependent on nutrition and the metabolic state. 
Although nutrition is a problem that involves 
all essential nutrients, vitamins and minerals 
play a vital role in the production and main- 
tenance of healthy tissues. 


Mi-Cebrin supplies 11 vitamins and 10 min- 
erals in an attractive, easy-to-take tablet. Just 
one tablet a day will prevent practically all 
known vitamin-mineral deficiencies. Prescribe 
Mi-Cebrin as a part of your total effort to ex- 
tend the prime of life of your adult patients. 


Mi-Cebrin® (vitamin-mineral supplements, Lilly) 


1. Spies, T. D.: The Influence of Nutritional Processes on Aging, South. M. J., 50:216, 1957. 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., West Side Osteo- 
pathic Hospital, 1253 W. Market 
St., York, Pa. 


Academy of Applied Osteopathy, annual 
meeting, Chicago, July 17. Program 
Chairman, Howard E. Gross, 1102 E. 
Normal Ave., Kirksville, Mo. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, Ho- 
tel Fort Des Moines, Des Moines, 
Iowa, November 8-10. Program Chair- 
man, Jean F. LeRoque, 3305 S. W. 
Ninth St., Des Moines 15. Secretary, 
A. J. Schramm, 5880 San Vicente 
Blvd., Los Angeles 19. 


American College of Neuropsychiatrists, 
annual meeting, Palmer House, Chica- 
go, July 10-12. Secretary, Don C. Lit- 
tlefield, 4320 Atlantic Ave. Long 
Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel Statler, 
Dallas, Texas, September 24-26. Pro- 
gram Chairmen, J. F. DePetris, 5101 
Ross Ave., Dallas 6, and Joseph T. 
Rogers, 1459 Fort St., Wyandotte, 
Mich. Secretary, Glennard E. Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Secretary, Mrs. 
E. F. Martin, Box 488, Coral Gables 
34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual clinical assembly, Ho- 
tel Statler, Los Angeles, October 25-29. 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual clinical assembly, 
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Scientifically determined number of rubber 
and cotton threads provides a balanced weave 
that assures optimal therapeutic results. 


ACE guarantees even and controlled stretch 
ACE insures firmness under tension 

ACE prevents “bunching” 

ACE minimizes possibility of vein constriction 


RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


MAINTAINS ITS ELASTICITY LONGER 


Today, ACE provides your patient with ana- 
tomically correct support far longer. B-D’s 
newly developed type of heat-resistant rub- 
ber can withstand dry heat sterilization and 
has a greater tensile strength than rubber 
found in ordinary bandages. 


Now, more than ever, ACE is the name to 
remember. Only Becton, Dickinson and Com- 
pany makes ACE rubber elastic bandage. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON DICKINSON AND COMPANY 


Hotel Statler, Los Angeles, October 25- 
29, Program Chairmen, Glenn F. Gor- 
don, 209 Security Bldg., Glendale 3, 
Calif., and John C. Bell, 2434 Glen- 
dower Ave., Los Angeles 27. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Derma- 
tology, annual meeting, Palmer House, 
Chicago, July 13-14. Secretary, Sidney 
D. Rothman, 8006 Sunset Blvd., Los 
Angeles 46. 


American Osteopathic College of Path- 
ologists, annual meeting, Palmer House, 
Chicago, July 12-15. Secretary, Arthur 
L. Wickens, Mt. Clemens General Hos- 


pital, 1000 Harrington Blvd., Mt. Clem- 
ens, Mich. 


American Osteopathic College of Physi- 
cal Medicine and Rehabilitation, an- 
nual meeting, Palmer House, Chicago, 
July 14. Secretary, John A. Schuck, 
Los Angeles Rehabilitation Center, 
1225 N. Mission Rd., Los Angeles 33. 


American Osteopathic College of Radi- 
ology, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 2515 E. 
Jefferson Blvd., South Bend 15, Ind. 


American Osteopathic Hospital Associa- 
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NUGESTORAL’ 


in the treatment of 
habitual abortion 


NUGESTORAL will help you bring the 
abortion-prone patient to term by supply- 
ing five agents known to contribute to 
fetal salvage. It creates an optimal environ- 
ment for the maintenance of pregnancy. 


CLINICAL REPORT 


Fitzgerald* has reported a fetal 
; salvage rate of 50% in a group 
‘ of habitual aborters with the 
addition of NUGESTORAL to his 
standard regimen for abortion- 
prone patients. 


*Fitzgerald, W.: Clinical Medicine, 
§:1037, 1958. 


Formula: A daily dose of three NUGESTORAL 
tablets provides 45 mg. Progestoral® (Ethister- 
one) ;525 mg. Ascorbic Acid ; 525 mg. Hesperidin; 
6 mg. Sodium Menadiol Diphosphate (Vit. K 
Analogue) ; 10.5 mg. dl, Alpha-Tocopherol Ace- 
tate (Vit. E). . 


Issued: For greater patient economy 


NUGESTORAL is now available in boxes of 100 
gold foil wrapped tablets as well as in boxes of 30. 


ORANGE, NEW JERSEY 


tion, annual clinical assembly, Hotel 
Statler, Los Angeles, October 25-29. 
Executive Secretary, Mr. Emil Her- 
bert, 4000 Brady St., Davenport, Iowa. 


Canada, annual meeting, Alpine Inn, St. 
Marguerite Station, Quebec, October 
8-10. Program Chairman, E. S. Det- 
wiler, 444 Waterloo St., London, Ont. 
Secretary, Miss Joyce S. Currie, 609 
Medical Arts Bldg., Montreal 25. 


Florida, annual meeting, Diplomat Hotel, 
Hollywood Beach, September 28-30. 
Program Chairman, A. H. Westwood, 
Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. Executive Sec- 
retary, Mr. Barton K. Johns, 5009 
Central Ave., Tampa 3. 
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Georgia, annual meeting, King and Prince 


Hotel, St. Simons Island, May 14-16. 
Executive Secretary, Mr. John Bates, 
2160 Idlewood Rd., Tucker. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, June. 7-9. Secretary, Mar- 
tha Garnett, 2829 Brownsboro Rd, 
Louisville 6. 


Louisiana, annual meeting, New Orleans, 
October 22-24. Program Chairman, W. 
Luther Stewart, 525 Johnston St, 
Alexandria 3. Secretary, V. L. Whar- 
ton, 406-07 Weber Bidg., Lake Charles, 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 25-27. Program Chair- 
man, Edward P. Crowell, 28 Common 
St., Waterville. Midyear meeting, Wa- 
terville, December 3-5. Executive Sec- 


retary, Mr. George R. Petty, Mon- 
mouth, 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 5-7. 
Program Chairman, Neil R. Kitchen, 
18820 Woodward Ave., Detroit 3. Ex- 
ecutive Secretary, Mr. Floyde E. 
Brooker, 81 Glendale, Highland Park 3. 


New York, annual meeting, Park Shera- 
ton Hotel, New York City, October 
16-17. Program Chairman, Leonard V. 
Strong, Jr., 133 E. 58th St., New York 
22. Secretary, C. Fred Peckham, 38 E. 
Bridge St., Oswego. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 22-24. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 
Secretary, Walter C. Eldrett, 310 Main 
St., Hendersonville. 


Northwest Osteopathic Convention, Eu- 
gene Hotel, Eugene, Ore., June 15-18. 
Program Chairman, Richard E. Reilly, 
4848 N. E. 102nd Ave., Portland 20, 
Ore. 


Ohio, refresher course, Dayton-Biltmore 
Hotel, Dayton, October 24-25. Execu- 
tive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


Virginia, annual meeting, Williamsburg 


Lodge and Inn, Williamsburg, May 22- 
23. Program Chairman, John A. Cifala, 
2778 N. Washington Blvd., Arlington. 
Secretary, Olis M. Wakefield, 2022 At- 
lantic Ave., Virginia Beach. 


Washington: See Northwest Osteopathic 
Convention. 


Indiana, annual meeting, Van Orman Ho- 


tel, Ft. Wayne, May 17-19. Program 
Co-Chairmen, Lee W. Yoder, 192 N. 
Cass St., Wabash, and John D. Hall, 
125 E. William St., Kendallville. Sec- 
retary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, Des 


Moines, May 25-26. Program Chair- 
man, Alan M. Nelson, 331 Main St., 
Belmond. Secretary, Mr. Herman W. 
Walter, 200 Walnut Bldg. Des 
Moines 9. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 17-19. 
Program Chairman, Oscar J. Bailes, 
1122 Mercer St., Princeton. Secretary, 
Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nev., October 5-7. 
Program Chairman, John R. Shafer, 
2433 W. 44th Ave., Denver 11. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2, Utah. 
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State and 


national boards 


ALABAMA 
Examinations June 23-25. Address D. G. 
Gill, M.D., secretary, Board of. Medical 
Examiners, State Office Bldg., Montgom- 
ery 4. 


ARIZONA 


Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 

Basic science examinations June 16 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 
Basic science examinations in May at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


CONNECTICUT 
Basic science examinations June 13. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DELAWARE 
Examinations July 14-16. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
of Medical Examiners, Professional 
Bldg., Dover. 


FLORIDA 

Professional examinations June 27-28 
at Roosevelt Hotel, Jacksonville. Appli- 
cations must be filed by June 1. Address 
Thomas F. Sheffer, D.O., secretary, 
Board of Osteopathic Medical Examin- 
ers, Las Olas Hospital, 1516 E. Las Olas 
Blvd., Fort Lauderdale. 


GEORGIA 
Examinations July 7. Address Mr. C. L. 
Clifton, joint secretary, Examining 
Boards, State Capitol, Atlanta. 


IDAHO 
Examinations June 11 at Boise. Ad- 
dress Mrs. Nan K. Wood, director, Occu- 
pational License Bureau, Department of 
Law Enforcement, State House, Boise. 


ILLINOIS 
Examinations in June at Chicago. Ad- 


dress Mr. Frederic B. Selcke, Superin- 
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Your examination strongly suggests patient anemia. Here's 


how you can have on-the-spot, laboratory-accurate 
A N F M { A  ] hemoglobin determinations to confirm your clinical 
@ diagnosis...and check the effectiveness of progres- 


sive treatments. 


AO Hb METER! youor your nurse can make hemoglobin determinations 
in less time than it takes to make an oral temperature reading. Pocket size...use it 
at hospital, office or bedside. Used by doctors over four million times last year. 


Please send me complete information on the 


American Optical | 


Ask your Surgical Supply dealer for a demonstration or write: 


Company | 


tendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 14 at 
the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


KANSAS 
Professional examinations in June. Ad- 
dress Francis J. Nash, M.D., secretary, 
New Brotherhood Bldg., Kansas City. 
Basic science examinations in June. 


Address Dr. L. C. Heckert, secretary, 
Board of Basic Science Examiners, Pitts- 
burg State Teachers College, Pittsburg. 


MAINE 
Examinations June 9-10 at Augusta. 
Address George Frederick Noel, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in June at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 


NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


WORKING ADULTS 
especially well suited for 
ambula ory patients who must 
work, drive a car, or operate 
machin 


| ATARAX is “effective in 
controliing tension and 
anxtety.... its safety makes 
Han excellent drug for 
out-patient use in office. 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : rd on Syrup, pint — 
Syrup 3-6 years, one tsp. t.i.d. : Parentera u = cc. 
over 6 years, two tsp. t.i.d. $ multiple-dose vials. 
e 
For adult tension 25 one tablet q.i.d. ot 
and anxiety tabl : in press. 2. Freedman, A M.: 
n 10) merica 
Syrup one tbsp. q.i.d. Aug. 358. 3. Ad, 
For severe emotional 100 mg. one tablet t.i.d. Py 
disturbances tablets New York. 
a 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- $ 5. Coirauit, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, at $ méd. 64: 2239 (Dec. 26) 1956 
emergencies 4-hour intervals. Dosage for yart, J.: Presented at 
children under 12 not : the international Congress ad 
established. $ Denmark, July 22-27, 1956. 


New York 17, N.Y. 
4 Division, Chas. Pfizer & Co., inc. 
Science for the World's Well-Being 
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MASSACHUSETTS 
Examinations July 14. Address David 
W. Wallwork, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston 33. 


MINNESOTA 
Basic science examinations June 2-3 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations June 22 at Robert E. Lee 
Hotel, Jackson. Applications must be filed 
prior to June 22. Address A. L. Gray, 
M._D., secretary, Board of Health, Jack- 
son. 


NEVADA 

Professional examinations in July. Ad- 
dress John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations July 7. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW JERSEY 
Examinations June 16-19. Address 
Royal A. Schaaf, M.D., secretary, Board 
of Medical Examiners, Room 1407, 28 
W. State St., Trenton 8. 


NEW MEXICO 
Basic science examinations July 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 3-5 at Raleigh. Ad- 
dress Joseph H. Huff, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, 614 Fountain Pl., Box 1177, 
Burlington. 


NORTH DAKOTA 
Examinations July 11. Address J. O. 
Thoreson, D.O., secretary, Board of Os- 
teopathic Examiners, New Provident Life 
Bldg., Bismarck. 


OHIO 
Examinations June 18-20 at Columbus. 
Applications must be filed by June 5. Ad- 
dress H. M. Platter, M.D., secretary, 
Medical Board, 21 W. Broad St., Colum- 
bus 15. 


OREGON 
Examinations in July at-Portland. Ad- 
dress Mr. Howard I. Bobbitt, executive 
secretary, Board of Medical Examiners, 
609 Failing Bldg., Portland. 


PENNSYLVANIA 
Examinations July 1-2 at the Philadel- 
phia College of Osteopathy. . Applications 
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suppresses appetite 


activity and a@ brighter 


or tsp, betore meais. 


SYNDROX TABLETS (5 mg.) 


‘the “Stylish Stout’ 
who 


To help her slim downy to/*bathing 
beauty” size—for her sake 


iakes the mind off food by encouraging 
J 
(S mg. per cc.) 


LABORATORIES, ING) PHILADELBHIA 


© controls the desire fol constant. 


must be filed 15 days prior to examina- 
tions, together with intern training cer- 
tificate. Address Mrs. Katherine M. 
Wollet, secretary, Board of Osteopathic 
Examiners, Bureau of Professional Li- 
censing, Box 911, Harrisburg. 


RHODE ISLAND 

Professional examinations July 2-3 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Prov- 
idence. 

Basic science examinations August 12 
at Room 366, State Office Bldg., Prov- 
idence. Applications must be filed 2 weeks 
prior to examinations. Address Mr. 
Casey. 


SOUTH CAROLINA 
Examinations June 16 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 525, Summerville. 


SOUTH DAKOTA 


Professional examinations July 21-22. - 


Address Mr. John C. Foster, executive 
secretary, Board of Medical and Osteo- 
pathic Examiners, Room 300, First Na- 
tional Bank Bldg., Sioux Falls. 

Basic science examinations June 5-6 at 
Medicine and Science Bldg., University 
of South Dakota, Vermillion. Applica- 
tions must be filed by May 22. Address 
Gregg M. Evans, Ph.D., secretary, Basic 
Science Board, 310 E. 15th St., Yankton. 
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“Antacid? Rorer’s Maaloz. It doesn’t constipate and patients like its taste better 
.. .By the way, try their new double strength Tablet Maalox No. 2. It’s great!’’ 


MAALox® an efficient antacid suspension of 


offered in bottles of 12 fluidounces. 


TABLET MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaBLET MAALox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


Wriiiam H. Rorer, Inc., Philadelphia 44, Pennsylvania 


alumi hydroxide gel 


TENNESSEE 

Examinations in February and August 
at Nashville. Address M. E. Coy, D.O., 
secretary, Board of Examination and 
Registration for Osteopathic Physicians, 
1226 Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


TEXAS 
Professional examinations June 22-24 
at the Texas Hotel, Fort Worth. Appli- 
cations must be filed 10 days prior to ex- 
aminations. Applications for licenses by 
reciprocity must be filed 30 days prior. 
Address M. H. Crabb, M.D., secretary, 
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Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


UTAH 
Examinations June 17 at State Capitol 
Bidg., Salt Lake City. Applications must 
be filed by June 1. Address Mr. Frank 
E. Lees, assistant director, Department 
of Registration, 314 State Capitol Bldg., 
Salt Lake City 1. 


VERMONT 
Examinations June 24-25 at Mont- 
pelier. Applications must be filed by June 
10. Address Charles D. Beale, D.O., sec- 
retary, Board of Osteopathic Examina- 
tion and Registration, Mead Bldg., Rut- 
land. 


WASHINGTON 


Professional examinations in July aga 


University of Washington, Seattle. Ads 
dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Lis 
censes, Olympia. 

Basic science examinations in July at 
University of Washington, Seattle. Ad- 
dress Mr. Carter. 


WEST VIRGINIA 
Examinations June 15-16 at the Daniel 
Boone Hotel, Charleston. Applicants for 
reciprocity on June 15. Address Donald 
C. Newell, D.O., secretary, Board of 
Osteopathy, Box 611, Oak Hill. 


WISCONSIN 

Professional examinations July 14-15 
at Milwaukee. Address Thomas W. Tor- 
mer, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations June 6 at 
Marquette University Medical School au- 
ditorium, Milwaukee. Applications must 
be filed by May 29. Address Mr. W. H. 
Barber, secretary, Board of Examiners in 
the Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations June 1 at Cheyenne. Ad- 
dress Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank O. 
Gladding, D.O., secretary, Board of Os- 
teopathic Examiners, 504 Kauikeolani 
Bldg., Honolulu 13. 


During June—Illinois, $6. Address Mr. 
Frederic B. Selcke, Superintendent of 
Registration, Department of Registration 
and Education, State House, Springfield. 


Before June 30—Missouri, $2. Address 
F. C. Hopkins, D.O., secretary, Board of 
Osteopathic Registration and Examina- 
tion, 205 N. Fourth St., Hannibal. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Virginia, $1. Address K. D. 
Graves, M.D., secretary, Board of Medi- 
cal Examiners, 631 First St., S. W., Roa- 
noke. 


Before July 1—New Mexico, $5. Ad- 
dress L. D. Barbour, D.O., secretary, 
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In effective hemostasis—blood clotting 
\) is only part of the mechanism 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


Many surgeons and researchers concur that blood clotting is 
only part of the mechanism of hemostasis. Roskam, in his 
monograph “Arrest of Bleeding’”! says “‘. . . effective spontaneous 
hemostasis is undoubtedly achieved by the combined action of 
at least three processes: (1) the formation of a white thrombus 
at the mouth of vascular wounds; (2) the coagulation of the 
blood; (3) the contraction of injured arteries and veins.” 


Another study points out that “The majority of tonsillo- 
adenoidal hemorrhages are due to a defect of the vascular bed, 
rather than to a coagulation defect.’’? This study recommends 
that Adrenosem be used both preoperatively and postopera- 
tively to maintain vascular integrity. 


A current review concludes: “The data assembled over a four 
year period bearing on the use of Adrenosem salicylate in the 
control of hemorrhage from the nose and throat warrant the 
following conclusions. The routine preoperative use of this 
drug in tonsil and adenoid surgery reduces bleeding at the time 
of operation and oozing in the immediate postoperative period. 
As a result the operating time is reduced and fewer patients 
require suture of the tonsil fossa to control bleeding.’’’ 


Adrenosem controls bleeding and oozing by decreasing capillary 
permeability and by promoting the retraction of severed capillary 
ends. These actions are of prime importance in achieving 
effective hemostasis. 


Adrenosem is supplied: Ampuls, 1 cc., 5 mg.; Tablets, 1 and 
2.5 mg.; Syrup, each 5 cc., 2.5 mg. Potency of all dosage forms 
stated in terms of the active ingredient, adrenochrome mono- 


semicarbazone. 
*U.S. Pat. 2581850, 2506294 


1. Roskam, J.: Arrest of Bleeding, 
Charles C. Thomas, Springfield, Illi- 


nois, 1954. Wri li 

2. Coyle, J.E.: Analysis of Blood and rite for iterature 
Vascular Factors in the Prophylaxis 

of Tonsillo-Adenoidal Hemorrhage, describing the action and 


Laryngoscope, 10:1029 (Oct. 1957). 
3. Peele, J.C.: Control of Hemorrhage 


from the Nose and Throat, Med. uses of Adrenosem Salicylate. 


Times, 10:1228 (Oct. 1958). 


THE S. E. Miassencite COMPANY 


BRISTOL, TENNESSEE - NEW YORK - KANSAS CITY - SAN FRANCISCO 
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Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hospi- 
tal, Roswell. 


July 1—Idaho, $10. Address Mrs. Nan 
K. Wood, director,’ Occupational Licens- 
ing Bureau, Department of Law En- 
forcement, State House, Boise. 


July 1—Kansas, $10. Address Francis 
J. Nash, M.D., secretary, Board of Heal- 
ing Arts, New Brotherhood Bldg., Kan- 
sas City. 


July 1—Michigan, $5. Address Roy G. 
Bubeck, Jr., secretary, Board of Osteo- 
pathic Registration and Examination, 
2851 Clyde Park Ave., S.W., Grand Rap- 
ids 9. 


July 1—North Dakota, $3. Address 
John O. Thoreson, D.O., secretary, Board 
of Osteopathic Examiners, New Provi- 
dent Life Bldg., Bismarck. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Os- 
teopathy, 2923 N. Walker, Oklahoma 
City 3. 


July 1—West Virginia, $2. Address 
Donald C. Newell, D.O., secretary, Board 
of Osteopathy, 137% Main St., Oak Hill. 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together with 
check for the part to be taken, must be 
in the secretary’s office by the November 
1 or April 1 preceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene; medical jurisprudence ; 
obstetrics and gynecology ; pediatrics ; os- 
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morning joint stiffness... 


to minimize 


Night-long salicylate therapy with a single dose of Persistin 
at bed-time helps prevent “joint jelling” in arthritic patients. 


Each Persistin tablet contains acetylsalicylic acid 2% gr. 
(160 mg.) and salicylsalicylic acid 7% gr. (480 mg.). 
The latter ingredient is slowly absorbed and eliminated 
for prolonged salicylate action up to 8 hours. 


Complete dosage information in PDR .. . bottles of 90 tablets 


*Trademark—Pat. Pend. 


Samples and literature on request 


©frerman Leboralories 


Detroit 11, Michigan 


teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 
Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 
These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 


intern training. Part III is given annual- 


y. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 4425 
N. Meridian St., Indianapolis 8. 
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quick, accurate early pregnancy diagnosis... 


new, 3-day oral test for pregnancy 


Pro-Duosterone’ 


y yproge m; 
activated by ethinyl estradiol 0.03 mg. 


50.00 mg. t per tablet 


safe... physiologic ... therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuostERoNe® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “no laboratory 
equipment, animals, or specimens are needed.”! The 3-day, oral Pro-DuosTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
“Progesterone has no action whatsoever in the absence of estrogens.”’3 


Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 
1. Hayden, 6.£.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


Heart disease 
in middle life* 


Heart disease is the most serious 
health problem among people in middle 
life. In addition to being the leading 
cause of death—accounting for two fifths 
of the total mortality at ages 45-64 years 
—the disease is a major cause of sick- 
ness and prolonged disability. At these 
ages, the heart disease death rate in the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, February 1959. 
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United States during 1955-56 averaged 
6.8 per 1,000 among white males and 2.4 
among white females, a ratio of nearly 


Arteriosclerotic heart disease (which 
includes coronary artery disease) ac- 
counts for a large majority of all heart 
disease deaths in middle life—for more 
than four fifths of the total among white 
males and for nearly two thirds of those 
among white females. Hypertension was 
reported as an associated condition in a 
considerable proportion of deaths classi- 
fied as due to arteriosclerotic heart dis- 
ease; when both these conditions are 
reported on the death certificate, interna- 
tional rules of classification require that 
the death be charged to arteriosclerotic 


heart disease. Hypertensive heart disease 
as a primary cause ranks second to ar- 
teriosclerotic heart disease as a cause of 
death in the age range 45-64 years; 
rheumatic heart disease is next in rank, 


From 1949 through 1956, the general 
trend of the heart disease death rate in 
middle life was downward. The im- 
provement among white males was large- 
ly concentrated in recent years. But even 
the relatively stable mortality in the first 
5 years of this period represents a halt 
in the generally upward trend observed 
among these men prior to 1949. Among 
white females, the trend of the’ death 
rate from heart disease has been down- 
ward throughout the period 1949-56, the 
decrease accelerating in more recent 
years. In each sex, the rate of decline 
diminished with advance in age. 


Significant information on the inci- 
dence and prevalence of heart disease in 
middle life, particularly among men, has 
recently become available from various 
surveys. Although the diagnostic criteria, 
type of examination, and composition of 
the populations in these studies were not 
uniform, the results are surprisingly 
similar. In Framingham, Mass., the pro- 
portion of men showing evidence of ar- 
teriosclerotic heart disease at first ex- 
amination increased steadily from about 
15 per 1,000 at ages 45-49 to 70 per 1,000 
in the small group at ages 60-62. For the 
entire age range 45-62 years, the rate 
among these men was 46 per 1,000; in 
many of these cases hypertension was 
an associated factor. Among females in 
the survey, the rate was less than half 
that among males. New cases of coronary 
disease among the men occurred at the 
rate of a little over 1 percent a year in 
the first 4 years of this survey, twice the 
rate for females. The incidence rates 
among males in the New York State 
Civil Service and among males employed 
in the DuPont Company were approxi- 
mately the same as in Framingham, 
namely 1 percent a year. 

The DuPont study, in addition, showed 
that new cases of myocardial infarction 
among men at ages 45-64 resulted in dis- 
ability averaging close to three months. 
Analysis of the data by occupation indi- 
cated that the incidence rate of myocar- 
dial infarction was approximately the 
same for the executive-professional group 
as for factory workers; these rates were 
about one fourth less than that among 
clerical workers. 


Most people who have had a heart at- 
tack in middle life are able to resume 
work after recovery. The experience of 
a number of large business organizations 
has shown that within a reasonable time 
many cardiacs can return to their work 
with little or no limitation of activity. 
Others can function well on reassign- 
ment to work within their capacity. For 
example, in the experience of a large 
eastern utility company about nine tenths 
of those who recovered from an acute 
coronary thrombosis were able to return 
to work. Of several hundred cardiacs 
in the company’s employ, more than one 
fourth were on full duty status in their 
old jobs. 


The rehabilitation of the cardiac re- 
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TRIAMINIC provides around- 
the-clock freedom from hay 
fever and other allergic respir- 
atory symptoms with just one 
tablet q. 6-8 h. because of the 
special timed-release design. 


Each TRIAMINIC timed-release tablet provides: 
50 mg. 


Phenylpropanolamine HCl 


Pheniramine maleate 


25 mg. for prompt and prolonged relief. 


Pyrilamine maleate 


running noses &, rs and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company + Lincoln, Nebraska ¢ Peterborough, Canada 
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25 mg. 


when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines”? with a decongestant. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
exudation.’ This is not enough; by the time the physician 
is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,‘ 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.* 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.® 7 TRIAMINIC can be prescribed for prompt 
relief in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. vane 


Also available: TRIAMINIC syRuP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 14 
Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
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clinically tested > 
ethically promoted > 
safe and effective > 
easy fo use > 


maximum assurance > 


against recurrence and 
adverse reactions 


WRITE for PROFESSIONAL 
SAMPLE and LITERATURE 


AVAILABLE 
ot phormacies or direct 
in 4 and 8 fluid ounces 


PSORIASIS 


4 distressing 


to the patient 


4 perplexing 


to the doctor 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, 0.75% Cresol. 


SHIELD LABORATORIES 
Dept. OA-559 
12850 Mansfield Avenue 


© Detroit 27, Michigan 


quires both careful evaluation of his 
physical status and continuous medical 
supervision. Many cardiacs who would 
benefit by returning to work are deterred 
by fear or by over-conservatism on the 
part of their physician. 

A study made several years ago of in- 
sured men who were granted disability 
benefits in connection with Ordinary Life 
insurance provided some encouraging 
data regarding their longevity. These 
men were totally disabled by arterioscle- 
rotic and hypertensive heart disease for 
a period of at least three months. Among 
those aged 50 to 64 at time of admission 
to disability benefits, nearly half were 
alive at the end of 10 years and ap- 
proximately one third at the end of 15 
years. 
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The outlook for the middle-aged car- 
diac can be greatly improved by prompt 
medical care and supervision when signs 
or symptoms of the disease begin to 
develop. Basic to such medical regimen 
are correction of overweight and scrupu- 
lous adherence to sensible dietary and 
living habits. Many advances have been 
made in recent years in the diagnosis 
and treatment of heart disease; the in- 
tensive and many-sided research now un- 
der way throughout the world is certain 
to result in further progress. 


Note: Among the sources used were the fol- 
lowing: Dawber, T. R., Moore, F. E., and 
Mann, G. V., “Coronary Heart Disease in the 
Framingham Study,” American away? of Pub- 
lic Health, Ra 1957, Part Doyle, 
J. Ti al. A Prospective Degen. 
erative Cardiovascular Disease in Albany,” 


ibid, p. 25; Pell, S., and D’Alonzo, C. A, 
“Mvocardial Infarction in a One- Year Indus. 
trial Study,’ The Journal of the ~t 
Medicai January 25, 1958, 
Franco, Gud he Cardiac Can Work,” In. 
dustrial and Surgery, a” 1954, p. 
351; Robb, G. P., and Marks, ow hat 
Happens to Men Disabled by Heart Disease,” 
Transactions of The Association of Life Insur- 
ance Medical > of America, Vol. 
XXXVII, 1953, p. 


Little change in 
mortality for 1958* 


The death rate among the Industrial 
policyholders of the Metropolitan Life 
Insurance Company in 1958 was about 
the same as that in the preceding year, 
but 7 percent above the rate in 1956. In 
the past two years the general mortality 
record for these insured has been ad- 
versely affected by the widespread preva- 
lence of influenza and other respiratory 
diseases. In 1958 the excess mortality 
occurred during the early months of the 
year; this was a continuation of the 
above-average mortality which began 
with the outbreak of influenza in the last 
quarter of 1957. Thus, for the January- 
March period of 1958 the general death 
rate was 8 percent above the correspond- 
ing figure for 1957, whereas for the Oc- 
tober-December period the rate was 9 
percent below that for 1957. 

The long-term record for these policy- 
holders—a continuous series covering a 
48-year period—is one of remarkable im- 
provement in mortality. In 1958 the gen- 
eral death rate among the Industrial 
policyholders, all ages combined, was 6.6 
per 1,000, or little more than half the 
rate recorded in 1911. When allowance 
is made for the increase in the average 
age of these insured since 1911, the re- 
duction is nearly two thirds. 

During 1958 there were about 111,000 
deaths reported among the Company’s 
Industrial policyholders at ages 1 and 
over. If the death rates by age in each 
color-sex group had been the same as 
those in 1911 there would have been 294,- 
000 deaths among these insured. In other 
words, approximately 183,000 deaths were 
postponed in 1958 because of the reduc- 
tion in mortality since 1911. 


MORTALITY BY SEX AND AGE 


The age-adjusted death rate among 
white males aged 1-74 years remained at 
about the 1957 level, but among white 
females the rate decreased 4 percent— 
from 4.75 per 1,000 in 1957 to 4.54 in 
1958—establishing a new low. It is ap- 
parent that decreases in mortality be- 
tween 1957 and 1958 were recorded 
among males under age 25 and at ages 
45-64, and among females at all ages but 
15-24 and 35-44 years. 


RANK OF CAUSES OF DEATH 
Somewhat over half the total mortality 
*Reprinted from Statistical Bulletin, Metro- 

politan Life Insurance Company, January 1959. 
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among the Industrial policyholders in 
1958 was attributed to the cardiovascu- 
lar-renal diseases. Arrteriosclerotic and 
degenerative heart disease—which cate- 
gory includes coronary artery disease— 
accounted for nearly 60 percent of the 
mortality from the cardiovascular-renal 
diseases and for slightly more than 30 
percent of the deaths from all causes 
combined. Cancer (malignant neoplasms) 
was responsible for one death in every 
five. Together, these two top-ranking 
groups of diseases account for about 
three fourths of the total mortality in 
this experience. 


MAJOR CAUSES OF DEATH 


It is usual for the cardiovascular-renal 
diseases to show an increase in mortality 
when respiratory infections are widely 
prevalent, and the last two years have 
been no exception. In 1958 the death 
rate from the diseases of the heart, ar- 
teries, and kidneys was 352.0 per 100,000 
policyholders, not appreciably different 
from that in 1957 but 7 percent above 
the rate recorded in 1956 (328.6 per 
100,000). 

Cancer mortality increased from 136.1 
per 100,000 in 1957 to 139.8 in 1958. Con- 
tinuing its long-term upward trend, the 
respiratory cancer death rate rose from 
19.0 to 19.9 per 100,000 last year. 

The death rate from diabetes has been 
very stable, varying only between 14.7 
and 15.2 per 100,000 in the past five 
years. 


COMMUNICABLE DISEASES 


Pneumonia and influenza, as a group, 
recorded a slightly higher death rate in 
1958—20.3 per 100,000 Industrial policy- 
holders—than the year before. The two 
diseases showed divergent trends, how- 
ever. For pneumonia, the death rate rose 
from 17.4 to 18.9 per 100,000 between 
1957 and 1958, while for influenza it de- 
creased from 2.6 to 1.4 per 100,000. In 
both years the pneumonia and influenza 
mortality rate was more than 40 percent 
above that in 1956. 


For the first time in many years the 
death rate from tuberculosis failed to 
show a reduction and remained at the 
level of 6.7 per 100,000. During the early 
months of 1958 the tuberculosis death 
rate was actually above the correspond- 
ing rates in 1957, undoubtedly reflecting 
the effect of the influenza epidemic. 
These recent fluctuations, however, 
should not obscure the extraordinary 
progress made in the control of the dis- 
ease. In 1911 the death rate was 224.6 
per 100,000 or about 33 times the current 
figure. Even as recently as 1950 the rate 
was 3 times its present level. 


In this insurance experience, the death 
rate from acute poliomyelitis was only 
0.1 per 100,000 in 1958, or identical with 
that for the preceding year. In 1956 the 
rate was 0.3 and in 1952 as high as 1.5 
per 100,000. This downward trend in 
mortality reflects the decrease in number 
of poliomyelitis cases reported in the 
general population of the United States. 
Last year there were about 6,000 cases 
reported, which was somewhat higher 
than the total for 1957, but far below 
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smoothly 


confidently 
comfortably through estrogen deficiencies 
® Simple oral dosage form, plus welcome symptomatic 


relief through the menopausal period commend 
ESTROSED therapy to both physician and patient. 


® The clinically proved benefits of ethinyl estradiol and 
reserpine are supplied in a single tablet ... to 
correct estrogen imbalance . . . to control 
accompanying emotional instability, 


® For safe, effective management of menopausal 

patients . . . for potent, well-tolerated estrogen 
therapy . . . for safe tranquilization . . . for 

convenient, economical medication, prescribe 


estrosed 


menometrorrhagia, postmenopausal 
rig’ 5 tems 1 or 2 tablets, two or three times a day, 
according to symptoms. supplied: bottles of 100 and 1000 tablets. 


Samples and literature to physicians on request. 


CHICAGO, ILLINOIS 


CHICAGO PHARMACAL COMPANY) 


the number reported in 1956 (15,400) 
and in 1952 (nearly 58,000). 

The principal communicable diseases of 
childhood—measles, scarlet fever, whoop- 
ing cough, and diphtheria—have been re- 
duced to vanishing proportions as a cause 
of death among these insured. Last year 
the death rate for all four diseases to- 
gether was only 0.2 per 100,000. 


MATERNAL MORTALITY 


The mortality incidental to childbear- 
ing was down slightly in 1958 among the 
Industrial policyholders, paralleling the 
decrease in births in the general popula- 
tion of the United States. In this expe- 
rience, the death rate from the complica- 
tions of pregnancy and childbearing 


established a new low of 0.8 per 100,000, 
which was only half the rate recorded in 
1950. The hazards of childbearing are 
now so well controlled that currently 
maternal mortality in the United States 
is only 4 per 10,000 live births. 


EXTERNAL CAUSES OF DEATH 


For the second year in a row the acci- 
dent death rate among the Industrial 
policyholders decreased fractionally. The 
rate in 1958 was 34.2 per 100,000, com- 
pared with 34.9 the year before and 35.6 
in 1956. In part, the slight downward 
trend reflects the decrease in fatal motor 
vehicle accidents. 

The suicide rate edged upward from 
5.7 per 100,000 in 1957 to 6.1 last year. 
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| prerequisite for emotional adjustment: therapy 
is seizures C in be adequately | rolled Dy the use of anticonvul-— 
requisite for therapy: | 
THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
ective anticonvulsants for most clinical needs 
for control of grand mal and psychomotor seizures 
for con grand mal and psychomotor seizures 


Homicide, however, remained at the 
same level—2.9 per 100,000—in both 


years. 


EXPECTATION OF LIFE 


The average length of life (expecta- 
tion of life at birth) among the Com- 
pany’s Industrial policyholders was 70.2 
years in 1958, according to provisional 
mortality data for the year; this repre- 
sents an increase of 0.2 years over the 
figure for 1957.7 The longevity of these 
insured has increased three years in the 
past decade and more than eight years 
since 1938. The long-term improvement 
has been more rapid for the Industrial 
policyholders than for the general popu- 
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a electro-medica/ equipment by Birt 


WELL EQUIPPED PHYSICIAN 


Electronic therapeutic and diagnostic equipment have 
become necessary adjuncts to today’s medical practice. To 
help you in the selection of equipment for your practice, 
The Birtcher Corporation has prepared collections of medi- 
cal journal reprints on the therapy, and descriptives on the 
equipment. They are yours for the asking. 


HYDROTHERAPY 
Illustrated reprints, clinical 


ELECTROCARDIOGRAPHY 
19 important engineering points 


to look for in buying an ECG, 
plus a descriptive of the physi- 
cal principles involved. Included 
are full color descriptives of the 
new —all new —Birtcher ECG. 


ULTRASONICS 
Several reprints, plus a book 
including a collection of 25 
abstracts from medical journals 
with treatment data. Descrip- 
tives on THE MEGASONS, fin- 
est Ultrasonic machines made. 


ELECTRO-DESICCATION 

A symposium, reprints and 
color booklet with technics for 
desiccation, fulguration, and 
bi-active coagulation. Over 
150,000 HYFRECATORS in 
daily use all over the world. 
Full descriptives. 


lation of the United States. In 1909, the | 
expectation of life at birth among these | 
insured was about six years less than 
that for the population as a whole; at | 
present the two are on a par with re- 
spect to longevity. 


+It will be noted that this increase in aver- 
age length of life occurred while the crude 
death rate did not change appreciably. This } 
disparity is readily explained. The rise in the | 
crude death rate results from the increase in 
average age of these policyholders. The aver- | 
age length of life, on the other hand, reflects | 
age by age changes in mortality, and is not | 
affected by the changing age composition of the 
insured. 


CJ SHORT-WAVE DIATHERMY 
Several medical journal reprints 
and case histories, plus 28-page 
booklet explaining principles of 
diathermy. A booklet on THE 
CRUSADER ...true short-wave 
diathermy at a low price. 


Provision | 
of medical care: | 
history, sociology, 


reports and “Handbook on 
Hydromassage;’ with treatment 
data for dozens of conditions. 
VIBRA-BATH is new and com- 
pletely different hydrotherapy 
action. 


CJ ULTRAVIOLET THERAPY 
Individual reprints, plus book- 
let on U.V. Dosage chart and 
data on treatment and diagno- 
sis. Descriptives on Birtcher 
SPOT-QUARTZ, for localized 
germicidal radiation without 
pigmentation. 


ELECTROSURGERY 

Reprints on electrosurgery from 
simple growth removal to major 
technics. Two cervix conization 
technics included. THE BLEND- 
TOME provides all currents 
used in E.S. Cutting and coagu- 
lation for any degree of hemo- 
stasis. 


CHECK the boxes 


for the reprints and information desired, 


then detach entire page and mail to: 


innovation* | 


George Rosen, M.D., Ph.D.+ 


THE BIRTCHER CORPORATION 
4371 VALLEY BOULEVARD, LOS ANGELES 32, CALIFORNIA 


Please send me the reprint collections checked above 


Department JOA-559 


When the Committee on the Costs of 


Medical Care published its final report 


in November 1932, the majority submitted 
a program with five basic recommenda- 
tions. The first of these proposed “that 
medical service, both preventive and 


therapeutic, should be furnished by or- 
ganized groups of physicians, dentists, 
nurses, pharmacists, and other associated 
personnel. Such groups should be or- 
ganized, preferably around a hospital, for 
rendering complete home, office, and hos- 
pital care. The form of organization 
should encourage the maintenance of 
high standards and the development or 
preservation of a personal relation be- 
tween patient and physician.”* The more 
sanguine proponents of this course of 
action felt that group medical practice 
was a logical and reasonable step toward 


improved organization and provision of 
medical care, and that it would spread 
rapidly. But this did not happen. 

Organizations designed to provide med- 
ical care through some form of group 
practice have developed slowly but stead- 
ily in the intervening 25 years. Some 
have been organized by consumers using 
the Rochdale principles of cooperation. 
Others have been created by groups of 
physicians in noninsured practice, by la- 
bor unions, and by groups in the com- 
munity who wish to make comprehensive 
medical care available to low- and mid- 
dle-income groups. A number of these 
are associated with prepayment plans, 
notably with the Health Insurance Plan 
of Greater New York and the Kaiser 
Foundation Health Plan. 


*Reprinted from Public Health Reports, 
March 1959. 

+Dr. Rosen is editor of the American Jour- 
nal of Public Health and professor of health 
education at the School of Public Health and 
Administrative Medicine, Columbia University. 
This paper was presented to the medical care 
section of the American Public Health Associa- 
tion, St. Louis, Mo., October 29, 1958. 
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Recently, questions have been raised 
concerning the slow growth of such 
plans, and critical views have been ex- 
pressed on the gap between promise and 
practice in group medical care.*“* These 
critiques have highlighted certain painful 
inadequacies and have focused attention 
on the importance of solving these prob- 
lems, but the proposed remedies tend to 
concern themselves with surface mani- 
festations or to dissolve in hortatory ad- 
monitions. In a discussion of the quality 
of medical care at the recent National 
Conference on Labor Health Services, 
one participant remarked: “When people 
leave a group practice program to join a 
fee-for-service plan . . . the gauntlet has 
been thrown down to the service plan. 
There must be reasons for this, because 
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5 DIAGNOSTIC ANSWERS 
WHILE YOUR PATIENT IS IN THE OFFICE 


Compact Clinical Laboratory Aid 


You, or your assistant, can now perform essential urine and other laboratory 
studies routinely on every patient—inexpensively and with ease. 


. CLINILAB converts ten inches of your shelf or worktable space into a diag- 


nostic clinical laboratory...miniature in size but king-size in performance. 

In a single handsome plastic unit, CLINILAB combines five of the most frequently 
used AMEs Diagnostics. The complete battery of tests requires only drops of 
urine and takes only minutes to perform—you get five or more diagnostic results 
while your patient is in the office. 

CONVENIENT...completely self-contained—work area provided for each 
test, no facilities or other equipment needed. 

ATTRACTIVE...displayed, CLINILAB is an asset to any examining room 
(or easily stored). 

MINIMAL URINE... ..ideal for pediatric or other scanty specimens. 
VERSATILE ...an extra CLINILAB for house calls can aid diagnosis and save 
time later. 

STANDARDIZED TESTING, COLORIMETRIC RESULTS...sim- 
ple, rapid techniques, easy readings and reliable diagnostic answers every time. 


No. 2002 CLINILAB contains: ICTOTEST® (bottle of 90 tablets for bili- 
CLINITEST® (bottle of 36 tablets for "“binuria) 

quantitative urine-sugar) URISTIX® (bottle of 125 strips for pro- 
ACETEST® (bottle of 100 tablets for keto-  ‘einuria and glycosuria) 


nuria and ketonemia) HEMATEST® (bottle of 60 tablets for 
occult blood in feces, urine and body fluids) 


Plus color charts, descriptive literature, test report forms. Two extra wells provided to hold 
additional AMeEs Diagnostics for your specialized use. 70989 
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workers generally reflect the degree of 
satisfaction with the service.” And 
while the speaker conceded that there 
may be multiple reasons, these apparently 
derived simply from the lack of “the 
amenities, the niceties, the timeliness, the 
promptness, the personal touch,” or some- 
thing desired by the patient. There is no 
apparent appreciation that such phenome- 
na may be symptomatic of more deeply 
rooted causes. Furthermore, while this 
speaker and others dealing with this 
problem give evidence of an empirical 
awareness that medical care is a social 
activity organized in certain institutional 
forms, there is no reference to the exist- 
ence of a body of scientific theory and 
knowledge which may throw light on the 
problems previously indicated, and per- 
haps point to ways of mastering them. 

Medical care in some form has been 
an element of group living throughout 
history, and in all likelihood long before 
recorded history. Moreover, as a social 
function it is integrated and interlocked 
with other elements in the structure of 
group living of which it is a part, with 
government, the economy, the family, re- 
ligion, and others. All human actions 
must be studied within a framework con- 
ditioned by men, with an understanding 
of men’s ideas of the present and hopes 
for the future. Historical continuity de- 
rives from common challenges and pur- 
poseful responses to meet these chal- 
lenges. One such constant has been the 
continuing search for security from the 
unpredictable impacts and hazards of ill 
health and its concomitants. Another as- 
pect of continuity is the human aspira- 
tion toward self-fulfillment, the individ- 
ual’s need for self-expression. Such needs 
may reinforce each other or run counter 
one to another, thus creating tensions. 
The result is a variety of actions and 
reactions under differing circumstances 
and in widely divergent ideological cli- 
mates. Yet these actions and reactions 
provide a pattern which makes possible 
an understanding of behavior and proc- 
ess. For a major contribution of histori- 
cal analysis is to penetrate the process of 
development. Institutions, patterns of be- 
havior, systems of ideas, methods of 
control—all have developed from some- 
thing which was there before. The hospi- 
tal, the health department, fee-for-service 
medical practice, the theory of animate 
contagion—all illustrate this truism which 
is too often forgotten. For these reasons 
it may be useful to consider group medi- 
cal practice in historical and sociological 
terms, and to see whether historical 
analysis and sociological investigation 
may not enhance our understanding of 
its present condition. 


SOCIOLOGY, HISTORY, AND 
MEDICAL CARE 

The provision of medical service is an 
activity involving interaction between two 
or more human beings, thus creating a 
social system. At the same time, the par- 
ticipants in this system are also members 
of other larger and smaller social sys- 
tems, which form the greater part of 
their environment, and which exert a de- 
termining influence on their thought and 
action. Without knowledge of this en- 
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Spray on relief of Pain 
in minutes . . . lasts for hours 


Americaine Aerosol is used in hundreds of leading 
hospitals for routine spray-on-relief of pain for ob- 
stetrical and gynecological patients. Provides relief 
in 2-3 minutes which lasts 4-6 hours. Americaine 
Aerosol has bacteriostatic action—is quick, sanitary, 
easy to apply. Only Americaine (Aerosol, Ointment, 
and Liquid) contains 20% dissolved benzocaine for 


SMALL SIZE faster, more prolonged relief. 

New 3 oz. dispenser is For Painful: 

easy for patients to Post-Episiotomies Burns — Sunburn 
use. Hemorrhoids Post-Hemorrhoidectomies 


Abrasions, cuts, etc. 
Send for samples and literature 
e 


Hh AEROSOL 


Automatic Spray Topical Anesthetic 
ARNAR-STONE LABORATORIES, INC. MOUNT PROSPECT, ILLINOIS 


complexes of knowledge, techniques, be- 
liefs, values, attitudes, norms, symbols, 
rituals, and customs. Some of these are 


vironment, the behavior of the physician, 
of the medical profession, of the patient 
and his family, and of others involved 


in the provision of medical care cannot 
be fully understood and taken into ac- 
count in changing traditional ways of 
providing medical care and adopting new 
forms for this purpose. Within this en- 
vironment, there is a social order charac- 
terized by differential distribution of 
power, accessibility to ways of earning 
a living, prestige, and status. The par- 
ticipants in this order have defined roles, 
specified behaviors considered appropriate 
to these roles, and values which motivate 
or are presumed to motivate the partici- 
pants. Associated with this system, sup- 
porting it and interlocking with it, are 


shared widely in a society; others are 
the concern of smaller groups. 

The medical profession, like other oc- 
cupational groups, has a body of shared 
ideas, values, and standards. Members of 
the profession are expected to orient 
their behavior in relation to patients, 
colleagues, and the community at large 
in terms of norms and values generally 
accepted and agreed upon. Many of these 
ideas and behavior patterns have been 
transmitted from the past and are ad- 
hered to even though the situation has 
changed radically. Adherence to systems 
of inappropriate or incompatible values 
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NEWBORN... 
for 

tranquil 
newborns 


THE ONLY LIQUID FORMULA FOOD WITH A GUARANTEED PHYSIOLOGIC Ca:P RATIO OF 1%:1 


plus all other significant nutritional advantages established by BREM1L Powdered 


LIQUID Bremil 


CONVENIENT AND UNIQUE FOR ROUTINE PHYSIOLOGIC INFANT FEEDING | 


Physiologic Ca:P ratio minimizes hyperirritability. 

Added methionine inhibits diaper rash. 

Physiologic carbohydrate (lactose) helps avoid perianal dermatitis. 
Virtual freedom from volatile fatty acids and fine emulsion 


minimize digestive upsets. 


Physiologic renal solute load lessens danger of dehydration during stress. 


Complete in “metered” multivitamins and carbohydrate. 


Standard dilution: 1 part Liquid BREMIL with 1 part water. | 


Available at all drug outlets in 13-fl.oz. tins; 24 to the case. Still available — 


established BREMIL Powdered in 1-lb. tins. 


| 

a > | 
(® Bowleny, PHARMACEUTICAL DIVISION /350 Madison Avenue, New York | 
#4 opemit MULL-SOY DRYCO BETA LACTOSE © KLIM | 
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and norms is not peculiar to physicians; 
it is characteristic of other groups as 
well. Nonetheless it remains a phenome- 
non to be taken into account in studying 
the development of new methods for pro- 
viding medical service. 


MEDICAL IDEOLOGY AND PRACTICE 


The physician as we know him today 
in the United States and in other coun- 
tries is a relative newcomer. The gen- 
eral practitioner is some 200 years old 
in this country, and about 100 years in 
Great Britain.** The 19th century also 
saw the appearance of the general prac- 
titioner in France and Germany out of 
the fusion and elimination of several 
categories of practitioners. The modern 
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specialist made his appearance around the 
fifties and sixties of the last century.’ 
Most characteristic of these practitioners 
from a social and economic viewpoint 
was that they were individual, small en- 
trepreneurs, members of the middle class. 
As small entrepreneurs, they shared the 
socioeconomic attitudes and views of other 
middle-class groups. (Social and eco- 
nomic class as used in this discussion 
refers to configurations of behavior— 
occupational or productive activity, life 
styles, patterns of consumption, political 
and other belief systems—which exhibit 
a sufficient degree of consistency to make 
it possible to distinguish from one an- 
other groups in the social organization 
of a community. This does not imply 


that social and economic classes are 
homogeneous layers in a social structure. 
This is particularly so in the case of the 
middle class. Initially, in the medieval 
urban communities a somewhat cohesive 
social and functional group of merchants, 
tradesmen, and artisans, it has undergone 
changes in the course of history. New 
alignments and tensions between various 
intermediate economic or social groups 
have led to such essentially historical 
designations as the older and the newer 
middle classes. Among the various com- 
ponent elements of the middle class may 
be counted middle-size entrepreneurs in 
industry and trade, small shopkeepers, 
professionals such as the physician, law- 
yer, and teacher, and officials and _ sal- 
aried employees. According to the Oxford 
English Dictionary, the term “middle 
class” was employed in 1812, and John 
Wade, in 1833, refers to the “middle 


The fact that these practitioners were 
small entrepreneurs and shared the socio- 
economic attitudes and views of other 
middle-class groups has been most clearly 
evident in the United States. The social 
philosophy of liberalism, combining the 
ideas of Adam Smith and Thomas Jef- 
ferson, provided the ideological frame- 
work for these attitudes. The task of 
government was to provide the funda- 
mental security needed for community 
life, especially the protection of property, 
but government action was to be kept to 
a minimum. There was little or no need 
for a strong central authority, because 
local government could handle most com- 
munity problems. As far as possible, it 
was felt, the individual should be free 
of regulation and given full scope for 
individual initiative. While certain under- 
takings required joint action within the 
community, each man was held to be 
entitled to carve out for himself the larg- 
est possible stake. 


The American physician of the 19th 
century shared these views with his 
neighbors and acted accordingly. Each 
man was sufficient unto himself, except 
as he adhered to rules of professional be- 
havior established by his colleagues. 
Competition was accepted as natural and 
was quite brisk. According to William 
J. Mayo: “Competitive medicine was the 
response of the individual physician to 
his training and environment. It fostered 
self-sufficiency and jealousy.” The phy- 
sician ran his practice from his office, 
with little recourse to the hospital or to 
complicated equipment. 


SOCIAL CHANGE AND GROUP PRACTICE 


Since the end of the 19th century, and 
to an increasing degree following the 
First World War, this self-sufficiency 
has been undermined. The physician and 
his practice have become inextricably in- 
termeshed with the increasingly complex 
social organization which exists for the 
provision of medical care. In this process 
the hospital has come to occupy a central 
position. (This association of the physi- 
cian, particularly the general practitioner, 
with the hospital occurred to a much 
greater degree in the United States than 
in Great Britain or on the continent. For 
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all practical purposes, the general physi- 
cian has not been a member of the hos- 
pital staff in Britain or in countries such 
as Germany, Austria, or France. The 
movement to exclude the general practi- 
tioner from American hospitals is a re- 
cent development and has led to various 
countermeasures. ) 


The practitioner must depend on ex- 
pensive equipment, as well as on special- 
ists and technicians for diagnosis and 
treatment. The situation was strikingly 
illustrated by Dochez in a comparative 
picture of the complex changes wrought 
in medical practice over three decades.” 
He contrasted the histories of two pa- 
tients with similar types of heart disease ; 
one was recorded in 1908, the other at 
the same hospital in 1938. The total 
written record of the first patient occu- 
pies 2% pages and the observations rep- 
resent the combined efforts of 2 physi- 
cians, the attending and the house officer, 
and of 1 specialist, the pathologist-bac- 
teriologist. The record of the second 
patient, who was still in the hospital 
when Dochez made this comparison, 
comprised 29 pages and represented the 
combined observations of 3 visiting phy- 
sicians, 2 residents, 3 house officers, 10 
specialists, and 14 technicians, a total of 
32 individuals. 


Today, the medical -practitioner must 
have some hospital connection, both for 
his patients and for himself.“ The 
fledgling physician is no longer appren- 
ticed to another physician, but to a bu- 
reaucratic institution, the hospital, where 
he serves as intern and resident. Fur- 
thermore, he must depend on relations 
with other medical men to get started in 
practice and to keep a clientele. Through- 
out his career, hospital appointments are 
crucial to his practice and to his advance 
in some medical hierarchy. To a consid- 
erable degree, the referral mechanism is 
controlled by informal cliques in hospi- 
tals. At the same time there has been an 
increase in the number of ancillary occu- 
pations filled by persons on a salaried 
basis. One major consequence of this 
system has been to narrow the area of 
practice (the market) of the general 
physician, and to imply, often correctly, 
that he is not competent to handle a 
number of types of illness. 


These trends and facts underlie the 
behavior of physicians in relation to 
various forms of prepaid and organized 
medical care: Blue Cross, Blue Shield, 
prepayment group practice plans, hospi- 
tals, union health plans and centers, and 
above all, government action in the health 
field. Viewed and interpreted sociolog- 
ically, the behavior of a large part of the 
medical profession represents the reaction 
of a segment of the older middle class 
to the process which is compelling it to 
come to terms with modern industrialized 
society. To use an analogy, one may 
say that medicine is experiencing its In- 
dustrial Revolution, and that the medical 
practitioner is being brought into the 
“factory” (the hospital and the whole 
complex organization for the provision 
of medical care), where he is being 
subjected, on a privileged basis, to the 
requisite “labor discipline.” 
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lowest blood pressure levels 
yet achieved with oral 
diuretic-antihypertensive 


Competition and survival—The entire 
profession and its field of action are un- 
dergoing change, but different kinds of 
practitioners face varying situations. The 
general physician endeavors to keep hos- 
pitals, specialists, and other organizations 
and individuals concerned with medical 
care from competing with him and limit- 
ing the area of his activity in ways 
which he considers unfair. This aim is 
implicit in the establishment of the Acad- 
emy of General Practice, of general- 
practice departments in hospitals, in the 
idea of an American Board of General 
Practice, and in the opposition to review 
and control of the quality of medical care 
offered by prepayment organizations and 
welfare funds. The general situation 


also affects the specialist, who wishes 
to maintain the status quo so that his 
privileged position will not be altered. 
He endeavors to render ineffective any 
threatened competition. Considerations of 
this kind, whether overt or covert, are 
involved in the insistence on free choice 
of physician, on fee-for-service practice, 
and in all the other battle cries that have 
echoed on the medical care battlefields 
for more than four decades. 

But while the self-sufficiency of the 
physician as entrepreneur is undermined 
by the march of science, technology, and 
social organization, the ideology of com- 
petition and rugged individualism still 
remains the uncompromising official 
creed. According to this ideology, the 
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SUGGESTIVE KEY... 


RG Lecithin suggests itself as worthy of trial for persons with degen- 
erative disease susceptibility brought on by their inability to metabolize 
fat with the efficiency of youth.1. RG Lecithin, refined from soybeans, 
is a dietary source of choline, inositol, and phosphorus, and is rich in 


essential unsaturated fatty acids.2. 


Mode of Administration 


Available in either granular or wafer form, RG Lecithin is pleasant to 
take plain, or crumbled in juices or foods. Usually prescribed daily 
dosage: granules, 1 to 3 tablespoonfuls; 3 to 5 wafers. 


Sate 3. 
No harmful side effects. 


“Lecithin in Health and Disease;’ 
a brochure describing the product and its appli- 
cation, as well as the rationale for the use of 
“RG” Lecithin in the diet, is available to the 
medical profession upon request to Medical 


Consultant at the address below. 


1. Wittcoff, H., The Phosphatides; A.C.S. Monograph 
Series #112; Reinhold Pub. Corp. NYC 1951, p. 366- 
423. 2. Bloor, W. R., Biochemistry of the Fatty Acids; 
A.C.S. Monograph Series #93, Reinhold Pub. Corp. 
NYC 1943. 3. Article, Lecithin in the Diet; Journal 


A.M.A, 168:1168 (Oct. 25) 1958. 


Central Soya Company, Inc. 
CHEMURGY DIVISION 
1825 N. Laramie Ave. ¢ Chicago 339, Illinois 


for the problem of faulty fat metabolism 


LECITHIN 


solitary individual, endowed with per- 
sonal merit, makes his way against oth- 
ers in the open market. The effort in- 
volved in this competitive process pro- 
vides, it is believed, the condition for the 
development of self-reliance and the 
achievement of success. Under the im- 
pact of expanding industrialism in the 
United States, the medical profession 
joined other middle-class groups in ac- 
cepting this philosophy and applying it 
to questions of public health and medical 
care. Theoretical justification for refus- 
ing to use tax funds for the expansion 
of public health work, or for the provi- 
sion of medical care and other aid to the 
poor, was sought in the Darwinian theory 
of evolution. Disease was a special case 
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of the struggle for existence, and one of 
the means by which the fittest survived.” 

Today, the principle of State interven- 
tion and control in health matters is gen- 
erally admitted, although variations may 
exist in practice due to the greater or 
lesser efficiency of the intervention and 
in the greater or lesser frankness with 
which the role of the State is admitted. 
Its emergence has come from the inter- 
action of important economic and social 
trends. For one thing, during the period 
from the end of the 19th century to the 
present, the trend of. economic organiza- 
tion has been the continuous and pro- 
gressive replacement of smaller units by 
larger ones. The further this process ad- 
vanced the more untenable has become 


the conception of noninterference by the 
State. But while other elements of the 
middle class, for example, the small 
businessman, sought protection against 
the large producer and competitor through 
government action, the medical profession 
was able to continue relatively untouched 
by change in the privileged sanctuary of 
private practice. And for the most part 
its ideology has remained intact. 


The Chicago Medical Journal and Ex- 
aminer wrote in 1879: “It is frequently 
stated that the poor should be protected 
by the government against the causes of 
disease which are said to infest the habi- 
tation of the lower classes. . . . It is the 
lazy people and their sentimental friends 
who are always calling for government 
aid. If now you undertake to protect this 
fraction of the community, you have to 
protect it against the consequences of 
idleness, luxury, intemperance and vice— 
thus interfering with the operation of the 
wholesome monitory laws of nature; and 
you do it at the expense of the meritori- 
ous classes of society. Having accustomed 
such worthless people to rely upon gov- 
ernment for protection against smallpox, 
and scarlet fever, and syphilis, and diph- 
theria, and sewer-gas, and scabies, it will 
not need the passage of many generations 
before they will demand protection by 
the government against the cold and 
hunger and nakedness for which they 
should themselves make provision.” 


The same gentle spirit still pervaded 
the editorial views of the New York 
State Journal of Medicine in 1949 :** 
“Any experienced general practitioner 
will agree that what keeps the great ma- 
jority of people well is the fact that they 
can’t afford to be ill. That is a harsh, 
stern dictum and we readily admit that 
under it a certain number of cases of 
early tuberculosis and cancer, for exam- 
ple, may go undetected. Is it not better 
that a few such should perish rather than 
that the majority of the population 
should be encouraged on every occasion 
to run snivelling to the doctor? That in 
order to get their money’s worth they 
should be sick at every available oppor- 
tunity? They will find out in time that 
the services they think they get for 
nothing—but which the whole people of 
the United States would pay for—are 
also worth nothing.” 


Heresies—From the last decades of the 
19th century to the present day, a variety 
of “heresies” in the financing and or- 
ganization of medical care have been 
opposed with ideological weapons ob- 
tained from this philosophy. Dispensaries, 
free public clinics, contract medical 
schemes, and prepayment medical care 
plans have all aroused opposition and 
have been met with similar arguments. 
The abuse of medical charity agitated 
physicians and their organizations from 
the 1880’s onward.””* Allegedly, free 
clinics for the poor were being used by 
others less deserving of charity, who 
would consequently be “pauperized.” To 
the concern with free clinics and their 
effects was soon added the problem of 
contract schemes, and just before the 


First World War came the movement 


for national health insurance. These in- 
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Tetracycline with Citric Acid Lederle 
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e broad spectrum control of more than 90 per cent of antibiotic- 
susceptible infections seen in general practice’ 

e fast, high concentrations in body fluids and tissues 

e no irreversible side effects reported, excellently tolerated 

e readily miscible in water, juices, formula. 

ACHROMYCIN V: 10 cc. plastic dropper bottle for precise dosage; 100 mg. 

per ce. (20 drops). Dosage: one drop per pound body weight per day. 


ACHROMYCIN V Syrup: Each teaspoonful (5cc.) contains equiv. 125 mg. 
tetracycline HCl. Bottles of 2 and 16 fl. oz. Dosage: at 45 lbs., one teaspoonful 
4 times daily; adjust for other weights. 


1. Based on six-month National Physicians Survey. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York * 
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DESITIN SUPPOSITORIES lubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 


Write for samples and literature!-3 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. 1. 


dual usefulness 


a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated! for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
cryptitis, pruritus ani...in pregnant and other patients. 


DESITIN 


hemorrhoidal 
SUPPOSITORIES 


novations were opposed on the ground 
that they subsidized the inefficient and 
the lazy, they destroyed the personal re- 
lation between physician and _ patient, 
they decreased professional competence, 
they were unethical, and similar argu- 
ments which still ring familiar. 


It is clear that not all physicians shared 
the official view. For example, in 1889, 
J. L. White proposed a prepayment plan 
by which physicians would contract to 
provide services, emphasizing preventive 
care, for families for an annual fee.” 
The following year a prepaid medical 
care plan was actually initiated in Chica- 
go by J. K. Crawford and Oscar De- 
Wolf, but the Chicago Medical Society 
condemned the two physicians.” Later, 
a small group in the American Medical 
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Association also favored compulsory 
health insurance, but they could do little 
in the face of the dominant opposing 
view.” To a certain extent, such innovat- 
ing individuals and groups have been fa- 
vored by periods of rapid social change 
and reform. This was true during the 
first decade of the 20th century, the era 
of progressivism, and to a certain ex- 
tent during the New Deal thirties. 


Under the threat of a national system 
of health insurance, voluntary health in- 
surance has developed and spread. At 
least in principle, the American Medical 
Association has accepted prepayment 
group practice. Furthermore, a large 
part of the medical profession, about 
one-third, today works wholly or in part 
for salaries (in hospitals, medical schools, 


for other physicians, government agen- 
cies, unions, and pharmaceutical com- 
panies). 

Continuing tradition—Nonetheless, the 
emphasis is still on individual responsi- 
bility for medical care, fee-for-service 
solo practice, and free choice of physi- 
cian. And even though the medical prac- 
titioner may not wholly subscribe to the 
philosophy, policies, and practices of the 
professional groups that represent him 
or speak in his name, he cannot help but 
be bound by these rules, at least in some 
measure, whether or not he is aware of 
this. 

In becoming a member of his profes- 
sion, the medical practitioner undergoes 
a process of socialization, involving not 
only the acquisition of knowledge and 
skills, but even more significantly, per- 
haps, the acquisition of the values, atti- 
tudes, and behavior patterns that enter 
into and make up the physician’s role. 
Even when the practitioner deviates from 
the dominant values, attitudes, and be- 
haviors of his profession, he rarely 
breaks completely with them. In consid- 
erable measure, his relations with his pa- 
tients may still be determined by these 
elements, even when he practices in a 
different setting, for instance, in a medi- 
cal group. Numerous elements of his 
role will still be appropriate in this new 
setting; others, however, are either to- 
tally or partially dysfunctional. As a 
consequence, working in a group prac- 
tice setting requires changes of attitude 
and behavior resulting from the acquisi- 
tion of new goals, reference groups, and 
relations with colleagues, patients, and 
other involved persons and groups. 

Some forms of change are socially ap- 
proved. Physicians, for example, are ex- 
pected to keep abreast of new develop- 
ments in medicine and related fields so 
that medical practice can be carried on 
at the highest possible level. Even here, 
tradition may exert a restraining influ- 
ence. Change in the provision of medical 
care is not generally sanctioned by the 
groups that set the rules for medical be- 
havior; indeed, it has occurred against 
strong opposition. Unless there is some 
compelling reason, change is not easily 
or lightly undertaken in such a situation 
by any group of people. During the 
Second World War, a_ considerable 
number of younger physicians in military 
service were apparently interested in 
group practice upon returning to civilian 
hife.* As is well known, however, they 
did not flock into group practice. While 
a number of factors were involved in 
this development, it appears likely that 
many of these physicians simply took the 
traditional path because it was easier, 
coinciding as it did with several other 
developments, among them, economic 
prosperity, a rise in the standard of liv- 
ing, social disapproval of nonconformity, 
as’ well as legal barriers to prepayment 
group practice. (This is an interesting 
problem for social research.) 

Here one may ask: Would group prac- 
tice have increased more rapidly had 
these conditions not existed? Obviously, 
such a question is difficult, if not impos- 
sible, to answer. Group practice requires 
the investment of capital to begin with, 
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QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 
symptomatic medica- 
tion in the treatment 
of tension headache 
have been several 
analgesic and seda- 
tive combinations. 
One of the most 
effective is Fiorinal, 
which yielded relief in two out of 
three patients.” (Friedman, A. P., 
von Storch, T. J. C. and Merritt, H. 
H.: Neurology 4:773, Oct. 1954.) 


Nel 


“In the treatment of | = - 
tension headaches... aia 
[Fiorinal’s non-nar- 
cotic action] offers a 
better opportunity 
for relief than some 
usually prescribed 
ics.” (Weisman, S. J.: Am. Pract. 

Digest. Treat. 6:1019, July 1955.) 


“Fiorinal appears to 

‘be one of the most 
DiseASES usefull preparations to 
nervous date for the relief of 
tension headaches. 
‘Easing of the head 
discomfort was accom- 
plished by one or two 
tablets without any unpleasant side 
effects such as drowsiness or gastric 
upsets. In many cases Fiorinal 
appeared to temporarily relieve the 
discomfort from sinus trouble or 
acute respiratory infections.”’ 
(Kibbe, M. H.: Dis. Nerv. System 
16:77, March 1955.) 
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specific therapy 
for 


tension 
headache 


relieves pain, muscle spasm, nervous tension 


rapid action + non-narcotic + economical 


FIORINAL TABLETS 

Each tablet contains: 

Sandoptal (Allylbarbituric acid N.F.X) 

50 mg. (% gr.), caffeine 40 mg. (2 gr.), 
acetylsalicylic acid 200 mg. (3 gr.), 
acetophenetidin 130 mg. (2 gr.). 

Dosage: 1 or 2 tablets every 4 hours, 

according to need, up to 6 per day. 

SANDOZ 
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“PREMARINs WITH MEPROBAMATE 


FOR PROVEN MENOPAUSAL BENEFITS 


The vast majority of meno- 
pausal women, especially on 
the first visit, are nervous, ap- 
prehensive, and tense. PMB- 
200 or PMB-400 gives your pa- 
tient the advantage of extra 
relief from anxiety and tension, 
particularly when the patient is 
“high strung,’’ under prolonged 
emotional stress, or when psy- 
chogenic manifestations are acute. Proven menopausal 
benefits are confirmed by the wide clinical acceptance of 
“Premarin,”’ specifically for the relief of hot flushes and 
other symptoms of estrogen deficiency, together with the 
well established tranquilizing efficacy of meprobamate. 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 


Two potencies that will meet 
the needs of your patients: 
PMB-200 — Each tablet con- 
tains conjugated estrogens 
equine (‘‘Premarin’’) 0.4 mg., 
and 200 mg. of meprobamate. 
When greater tranquilization is 
necessary you can prescribe 
PMB-400 — Each tablet con- 
tains conjugated estrogens 
equine (“‘Premarin’’) 0.4 mg., 
and 400 mg. of meprobamate. 
Both potencies are available 
in bottles of 60 and 500. 


Ayerst Laboratories New York16,N.Y. 


Montreal, Canada 
5916 
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NOTES ON SOME 
“LITTLE” DIFFERENCES 
IN NUTRITIONAL 
SUPPLEMENTATION... 


You sometimes hear it said that there is no difference between the many good vitamin products 


(of the same general formula) that are made available to you. 
This is not precisely true. 
“Little” differences in composition exist which may bear upon the efficiency of the product. 
An example of this is in the Filmtab® coating, used on Abbott vitamins. This coating permits a manufacture 
of the smallest tablet of its kind. Also: potency is more assured and the degree of stability is unsurpassed. 
Reasons for this are to be found in the coating operation itself, which is essentially an anhydrous 
procedure. Because no moisture is sealed in the tablet (or used in the coating), 
deterioration is materially slowed. 
Also, because this “microscopic” film can be applied directly to the tablet, there is no extra bulk — the 
tablet, as we indicated before, is smaller, easier to swallow. Then, too, there is no vitamin odor or taste. 
Another “plus”’: the Filmtab coating is completely non-caloric. 
“Little” things? Perhaps. Yet, we feel that no refinement is too subtle if it 


adds to the performance of the product . . . or to the convenience of the user. 


@FILMTAB—FILM-SEALED TABLETS, ABBOTT; PAT. APPLIED FOR 
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for size 
for beauty 


for potency 
for packaging 


Optilets® 
Optilets-M® 
Dayalets® 
Vita-Kaps® 
VitaKaps-M® 


Dayalets-M® 


Abbott 


smallest of their kind with the Filmtab coating 

sealed in brilliant rainbow colors—true pharmaceutical elegance 
greater stability, thanks to the anhydrous Filmtab process 

a full line* of nutritionals in table bottles 


“VITAMINS BY ABBOTT 


in the golden vitamin bottle: 

Therapeutic formula multivitamins (100’s) 

Therapeutic formula multivitamins with minerals (100’s) 
Potent maintenance formula multivitamins (100s) 
Economical multivitamins for the entire family (250’s) 
Multivitamins with minerals (250’s) 

and in the “‘apothecary’’ bottles 


Potent maintenance formula multivitamins with minerals (100’s & 250’s) 


All these nutritionals, of course, come in the exclusive Filmtab coating. © 


©1959, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


~~ 
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A NEW 
TREATMENT FOR 


ARTERIOSCLEROSIS 


A recent clinical investigation’ of 59 cases of generalized e 
arteriosclerosis, treated with Iodo-Niacin Tablets for over a & 
year, showed relief of dizziness in 71% of cases, of vague e 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


Iodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide’ prevents 


and corrects iodism specifically. ow 
Long continued administration of iodides is believed to absorb * 
cellular exudates in the arterial walls. Many medical authorities & 
recommend iodides for arteriosclerosis but warn against & 
the hazard of iodism. ~< 


The recommended dose of 
Iodo-Niacin is 2 tablets three 0 D 0 vi N AC N° 
times daily. Supplied in bottles ; 


of 100 tablets, slosol-coated, 
pink, also in ampules. 1ODIDE THERAPY WITHOUT IODISM 


1 Feinblatt, T. M., Feinblatt, H. M., and 


Ferguson, E. A., Am. J. Digest. Dis. CHEMICAL COMPANY 


5, 1935. 
2 Sollmann, T., Manual of Pharmacology, 


8th ed., 1957, p. 1121. 
*U.S. PATENT PENDING 


Write for professional samples and literature 


Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 
Gentlemen: Please send me professional literature and samples of 1ODO-NIACIN. 
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recharging. 


Recharges automatically when plugged into 110 v. AC 
outlet. Can’t overcharge. Can be recharged thousands 


of times. 


No. 719 Rechargeable battery insert for No. 700 handle . . . $15.00 


ALLYN 


WELCH 


REPLACEMENTS 


WELCH 


RECHARGEABLE BATTERY INSERT 
FOR WA LARGE SIZE HANDLES 


This new combination battery and charger slips into your 
present large (WA No. 700) handle. No separate charger 
required. Lasts as long as conventional batteries without 


BATTERY 


ALLYN 


and that it be available when needed. 
It may be that even if the physicians 
had wanted to organize group practice 
units, adequate capital resources might 
not have been available. After all, the 
Health Insurance Plan started with loans 
from several foundations, and it is note- 
worthy that the only other group practice 
plan of comparable size (Kaiser Plan) 
started on an industrial base. Further- 
more, are there any inherent limitations 
in group practice as an organizational 
form? The answer must be that we do 
not know. 

Nonetheless, there are hints from in- 
vestigations concerned with the sociology 
of bureaucratic organizations. Some of 
the problems brought about by the size 
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of an organization have been studied. 
Tsouderos, for example, in examining 10 
voluntary organizations, found that the 
introduction of more formal procedures 
and greater specialization of function, 
as organizations grow, tends to alienate 
a number of individuals.” The emer- 
gence of a heterogeneous membership 
can also be an outgrowth of the increas- 
ing size of an organization. Such a de- 
velopment carries with it the probability 
that the members will have dissimilar 
views on various matters. This in turn 
can lead to a decrease of consensus.” 
However, none of these studies has been 
concerned with medical care plans, and 
one may suggest that group practice 
could be a fruitful area for research. 


ROLE PERFORMANCE 


By virtue of the process of socializa- 
tion, the physician acquires a scale of 
values, a set of attitudes, and a way of 
thinking and acting which is distinctive 
in various respects. Some of these are 
traditional and represent the “conven- 
tional wisdom” (to borrow a term from 
J. K. Galbraith’s book, The Affluent So- 
ciety) of the medical profession. As part 
of this process, there develops a profes- 
sional self-image, a definition of the phy- 
sician’s role, which enables him to carry 
out his obligations under a variety of 
circumstances. In some _ environments, 
the performance of this role is more 
visible than in others and consequently 
more easily available for control." The 
physician in his private office is subject 
chiefly to the controls of the professional 
values and norms, to his concept of him- 
self as a professional person, and to 
what he considers good practice. These 
controls are buttressed in varying de- 
gree by sanctions both within and outside 
the profession, such as expulsion from a 
medical society or a malpractice action. 
Otherwise, the physician in his office is 
not very visible in performing his role, 
except to patients usually unequipped 
to pass sound judgment on his action in 
technical terms. 


Some environments are so structured 
that the practitioner is under the con- 
tinuing scrutiny of others who appraise 
the way in which he performs his func- 
tions. This is true of the hospital, with 
its requirements for records, arrange- 
ments for staff conferences, consulta- 
tions, and other accepted responsibilities. 
What is true of the hospital can apply 
equally in a prepayment group practice 
plan or in a labor union health center. 
In such organizations, the practitioner’s 
behavior not only is visible to his col- 
leagues, but is or may be scrutinized by 
prepayment plan officials or welfare fund 
administrators. Furthermore, there may 
not be agreement on the standards by 
which performance is judged. In any 
event, what exists in these organizations 
is a mechanism for social control which 
makes him subject to pressures of vari- 
ous kinds. Where the limits of observa- 
bility in the medical situation are to be 
drawn is not easily determined, but it 
should be obvious that physicians strong- 
ly imbued with an individualistic ideol- 
ogy will not easily accept the controls 
involved in more complex types of medi- 
cal care organization. (The problem is 
not limited to the performance of phy- 
sicians and others involved in the pro- 
vision of medical care. Similar problems 
confront members of the teaching pro- 
fession.™) 

This thesis is based on Robert Mer- 
ton’s concept of the role-set, that is, the 
“complement of role-relationships in 
which persons are involved by virtue of 
occupying a particular social status.”” In 
the case of the physician and his status, 
this entails not only the role of a prac- 
titioner vis-a-vis a patient, but also an 
array of other roles relating him to his 
colleagues in a medical group, to nurses, 
laboratory technicians, health plan ad- 
ministrators, medical societies, and the 
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like. The relationships physicians have 
with persons in each of these positions 
are by no means identical, and involve 
situations calling for differing attitudes 
and behavior. Patients, for example, 
will differ from physicians in their ex- 
pectations of the medical practitioner to 
whom they come for care. Furthermore, 
not all those in the particular role-set 
are involved in the same way or in the 
same degree, and it is important to know 
what various participants in a role-set 
bring to it. 


SOCIAL CLASS AND THERAPY 


Ideally, the role performance of the 
physician in relation to a patient centers 
in impartially serving the patient’s health 
needs regardless of any liking or an- 
tipathy he may have for the particular 
individual. Like all ideals, however, it is 
only approximated in reality; and this is 
true in solo practice as well as group 
practice. 

The practice of medicine is affected 
by the social class system. That the phy- 
sician is a member of the middle class 
has already been pointed out, and 
whether or not he is aware of it, much 
that he does is influenced by the element 
of social class. A number of studies in 
the United States and in other countries 
highlight the significance of class consid- 
erations. Diagnostic and therapeutic de- 
cisions, for example, are influenced by 
the social distance between the practi- 
tioner and the patient. Some physicians 
are either intuitively aware of this factor 
or have learned by experience to take 
it into account. In many instances, how- 
ever, there is no awareness of the dis- 
tance separating physician from patient, 
and consequently no attempt is made to 
narrow this gap. 

Aubrey Lewis has pointed out that the 
psychiatrist and his patient usually share 
the same subculture, and can therefore 
define the situation and the problem in a 
mutually acceptable manner.” This point 
has been made more explicit by a number 
of empirical investigations, which show 
that patients with mental illness who 
most nearly approach the practitioner’s 
social class are likely to receive psycho- 
therapy rather than organic therapy or 
no treatment and are more likely to be 
considered hopeful from a_ therapeutic 
viewpoint.“ Williams has called atten- 
tion to the need for taking into account 
the class premises of the patient. If this 
is not done in psychiatry, differences in 
the perception of problems and their so- 
lution may lead to incorrect diagnostic 
conclusions.” 

Class perceptions and values of the pa- 
tient may likewise affect practitioner- 
patient relations. In Regionville, for ex- 
ample, Koos found that members of the 
lower class felt that physicians were not 
particularly interested in them as pa- 
tients. He further reported “a lack of 
communication between the physician and 
his patient. Part of this lack was due, 
no doubt, to the fact that physician and 
patient too often represent differing 
subcultures, and ‘speak different lan- 


Such observations are not limited to 
the United States, but have been report- 
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RECHARGEABLE BATTERY HANDLES 
with desk or wall mounted charger 


@ Always fully charged in office use. Place handles in charger when 
not in use and they recharge automatically. Can’t overcharge. 

@ Last as long as large conventional batteries, without recharging, 
when used on house and hospital calls. Can be recharged -thousands 


WELCH 


@ Handles are small and lightweight, even smaller than WA medium 


ct, attractive charger takes only 7%” x 4” space on desk, or 
installs on wall bracket. Plugs into 110 v. AC outlet. 


@ Handles have Permafit collar, accept any WA instrument head. 
No.712, 2 rechargeable handles with desk type charger (less instrument heads) $60.00 


LLYN 
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ed from other countries, such as England 
and France." Furthermore, members of 
the lower social class are less likely to 
use child health clinics, have their chil- 
dren immunized, or use medical care 
services when they are members of a 
prepayment plan. Differences of this kind 
are likely to be accompanied by differ- 
ences in expectations concerning illness 
and therapy. Persons in lower income 
groups, especially families of unskilled 
workers, are subject to a number of lim- 
itations which affect their behavior with 
respect to preventive medicine and medi- 
cal care. For one thing, the horizon of 
this group is severely limited by fear, 
ignorance, and misunderstanding, as well 
as by different types of reaction to life 
situations. This is true not only of 


health.” There is some evidence to 
suggest that the unskilled English worker 
feels that his ability to influence the 
course of events is severely limited. Con- 
sequently, there is less stress upon the 
individual’s responsibility.“* Furthermore, 
actions are confined generally to the needs 
of the moment, and the future is allowed 
to take care of itself. Working class 
families also tend to be suspicious of 
authority, and the official health agency 
may personify this.“”* 

Orientation to upward mobility may be 
another factor which affects the patient’s 
reaction to medical care organization. 
For example, proponents of group prac- 
tice feel that this way of providing medi- 
cal care simultaneously meets the needs 
of both patient and physician.“ Behind 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire” 


“He couldn't 
swing a bat 
without 
hurting" 


"But Doctor 
gave him 
some nice 
pills -- and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


FOR PAIN. 


“US. Pat. 2.628.185 


this idea is the implied premise that 
patients, physicians, administrators, and 
others will see the group practice in the 
same way. Yet the actual members, the 
patients, in a group practice plan are 
more likely than not to be a heterogene- 
ous group—teachers, firemen, machinists, 
government workers, bus boys, and so on 
—with diverse expectations and attitudes 
in terms of past experience, educational 
background, ethnic origin, social class, 
and the like. In HIP for instance, it was 
assumed on rational grounds that it would 
be more advantageous to all concerned to 
provide medical care through medical 
group centers. Yet, the only concrete ex- 
perience that many workers have had in 
receiving care from anything resembling 
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such a center is in clinics and outpatient 
departments of hospitals, of health de- 
partments, and similar agencies. Such 
services still have a “charity” connota- 
tion, or at least a lower status associa- 
tion for many people. Experiences in 
such facilities explain also “why out- 
patients feel like outcasts.”“ For such 
people, to receive care in a physician’s 
private office is a step upward, and any 
move to bring them into a situation such 
as prepayment group practice with medi- 
cal care provided in a facility which can 
be related to the objectionable clinic will 
be resented. Naturally, this does not apply 
to all, but there are enough people to 
whom it does apply and who make them- 
selves heard. One may suggest that this 


is one of the factors behind the duaj 
choice arrangement now offered by the 
Kaiser Foundation Health Plan and by 
the Health Insurance Plan of Greater 
New York. In short, the definition of 
the situation by the patient cannot be 
assumed to coincide automatically with 
that of the physician or of the health 
plan administrator. They may even run 
counter to one another. 


CONCLUSION 


Like the public health and social wel- 
fare movements, the movement for pre- 
paid medical care in the United States 
was originally conceived and implement- 
ed chiefly by middle-class people, even 
though intended to benefit members of 
a lower social class. Motives of social 
amelioration propelled to action the pro- 
ponents of such schemes as prepayment 
group practice, who were acutely aware 
of the economics of medical care and 
the social consequences of lack of care. 
Furthermore, members of the middle 
class are future oriented, prepared to 
forego present satisfactions in order to 
achieve future goals.“ Great value is 
placed on health as a means to an end, 
and the use of rationally calculated 
means to reach such a goal. Small won- 
der, then, that financing and administra- 
tion have been the major concerns of the 
movement for increased and improved 
medical care. This is clearly evident in 
the otherwise excellent volume, Readings 
in Medical Care. But just as the Sab- 
bath is made for man, so medical care 
is financed and organized to provide 
service to people, who whether one likes 
it or not are not all alike and do not all 
share the same goals, values, and norms. 
The health education program of the 
Health Insurance Plan, for example, is 
based on a recognition of this prem- 

Only recently, however, has there ap- 
peared an explicit awareness of the cen- 
tral relevance of social science for the 
provision of medical care. Patients, phy- 
sicians, administrators, union leaders— 
all have certain value orientations, be- 
havioral characteristics, class member- 
ships which are important factors in 
determining how medical care programs 
operate and what their outcome will be. 
The closer to the habitual the more 
easily accepted. Group medical practice 
as an innovation depends for acceptance 
or rejection on how those involved in 
it perceive it. If these perceptions con- 
flict with the individual’s behavior and 
ideas derived from his class position, 
there is clearly a need for understanding 
and action. Certainly, this is an area for 
research and the implementation of the 
resulting knowledge. 


This analysis has touched on a number 
of points and has endeavored to indicate 
a framework—historical and sociological 
—within which group medical practice 
must be seen, if its problems are to be 
understood. There is a full awareness 
on my part of the possibility and the 
need for even more intensive analysis of 
various points. However, as the objec- 
tive of this analysis is solely to call at- 
tention to important dimensions of the 


Journat A.O.A. 


MY DAD— ue BACK REAL BAD 
io ually within 5-15 minutes 
pe MORE THOROUGH RELIEF... 
permits uninterrupted sleep through the n ght 
oo. NEW ; 
rcodan- | 
— 


IRWIN, 


Decatur, 


SLER 
Hlinai 


25 


co. 


The patient complains: “This diet is killing 

me! 1 can't keep my mind off food! Maybe 

| should just give up and eat what | please 
because DIETING IS TORTURE!” 


for the patient who can't stay on a diet 
prescribe the diet but add 


Obocell-TF 


Obocell-TF (tension formula) contains an 
antidisturbant, methapyrilene, to help the 
obese patient endure a strict diet. Metha- 
pyrilene is not a barbiturate . . . does not pro- 
duce barbiturate side effects. Obocell-TF 
combines this antidisturbant with d-amphet- 
amine phosphate to curb the appetite and 
provide a ‘controlled lift," eliminating pos- 
sible CNS overstimulation. At the same time 
Obocell-TF controls bulk hunger with Nicel. 
And Obocell-TF can be given in the evening 
to combat the night-eating syndrome without 
disturbing sleep. 


Each Obocell-TF tablet contains: 
Methapyrilene, an antidisturbant....... 25 mg. 
d-amphetamine phosphate (dibasic).... 5 mg. 
Nicel, non-nutritive, hydrophilic agent. . 150 mg. 
For Rx economy prescribe Obocell-TF in 100's. 


causes of otitis 


« Rarely sensitizes 


ww 


causes of otitis 


Hygroscopic 


Rarely sensitizes 


Relieves“incessant itching” and inflammation 


e Eradicates Pseudomonas and other common 


e Helps restore normal acid mantle 


Contains; ‘Aeresporin’® brand Polyinyxin B Sulfate, Neomycin Sulfate, « 
Hydrocortisone (free alcohol) in a sterile, slightly acid, aqueous suspension. 


for infected 
and inflamed ears 


Counteracts “sogginess dig 


e Eradicates Pseudomonas and other common 


« Antifungal for Monilia and Aspergillus 
« Helps restore normal acid mantle 


Contains: ‘Aerosporin’® brand 
with 1% Acetic Acid. Sterile. 


Available in dropper battles of 5 


* 


Polymyxin B Sulfate in Propylene Glyc i 
Available in dropper botties of 10 


medical care problem and to stimulate 
thought and action concerning the ways 
in which significant contributions might 
be made to improved medical care, there 
is plenty of opportunity to occupy the 
energy and ingenuity of others. 
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Psychological 
changes in 
adolescence* 
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One of the reasons we adults become 
so confused and contradictory when we 
discuss the psychology of the adolescent 
is that we are dealing with a psychologi- 
cal stage of development which is made 
up of contradictions. Our confusion about 
the adolescent is perhaps indicative of 
the degree of our understanding of ado- 
lescence. It is therefore important when 
we are feeling confused about an in- 
dividual adolescent confronting us, about 
programs involving adolescents, or about 
education, social service, or the various 
other fields concerned with adolescents 
that instead of feeling inadequate we try 
to understand the basis of our confusion. 

The normal adolescent is inevitably a 
mixed-up person, but not at all in the 
sense of being a psychologically sick per- 
son. The psychiatric literature contains 
many statements about adolescence being 
the time when psychological breakdown 
begins; that if you look back at the his- 
tory of a person who has had a mental 
breakdown you will find evidence in his 
adolescence that he is going to break. 
Retrospective psychiatry is always dis- 
torted. Undoubtedly, the adolescent is in 
a precarious position psychologically be- 
cause he is so confused, and because 
adolescence is a period in which that 
confusion must be resolved. The so- 
lution acccepted may prove inadequate or 
take an undesirable form. But that does 
not mean that it is a very dangerous time 
for all adolescents, for there is an inher- 
ent strength during this period that ac- 
tually enables a large percentage of them 
finally to come out of this confusion in a 
relatively healthy state. 

Certainly we have reason to be uneasy 
about adolescents because of the changes 
that are going on in them, but perhaps 
we have become too uneasy and have 
failed to recognize that there is a great 
deal of strength in most adolescents in 
spite of their apparent instability. There 
is probably nothing that creates as much 
anxiety in a person than to be with 
someone who is anxious about him. The 
adolescent is terribly frightened and if 
we are frightened in dealing with him 
he cannot help but be scared. One of our 
best tools for dealing with adolescents 
is nothing derived from complicated ideas 
about them, but is merely a feeling of be- 
ing comfortable in working with them. 
If we have this, our attitude will show 
that we are not afraid and so will not 
tend to increase their panic. If we are 
calm—though not indifferent in dealing 
with them—they at least will feel that we 
offer the kind of stable baseline they can- 
not see in themselves. 


*Reprinted from Children, March-April 1959. 
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WANTED: A FRAMEWORK 


The confusions of adolescence are prob- 
ably present in every culture. Certain 
cultures, however, help the adolescent to 
get over them by giving him a much 
more defined role than does our society. 
Obviously, a primitive tribe with its ritu- 
als defines for the adolescent a pattern of 
behavior as an adult that really gives 
him a rule to go by when he feels con- 
fused. However, this does not mean that 
we should set up such basic rules. We 
do not want our adolescents to conform 


to the group in the degree that tribal 
members conform. 

Let us look at the sociological aspects 
of our own culture as they affect adoles- 
cents. We teach our own governmental. 
and social philosophy to our children. We 
try ourselves to live by it. In this we 
may be more or less successful, but we 
do believe in the rights of the individual 
so long as their expression does not vio- 
late the rights of other individuals. Our 
whole social philosophy puts only very 
broad limits on behavior. The only fence 
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beyond which one is not supposed to go 
is that one preventing us from violating 
the rights of others. Within its bound- 
aries anything goes in response to an in- 
dividual’s own wishes, impulses, and 
goals. We even debate the question of 
what the rights of other people are, so 
that our fence itself is a shifting one. 
Thus, the only framework for behavior 
our culture provides is a very intangible 
philosophy, which most of us believe in 
and struggle to make effective. But it 
does not spell out in any detail how a 
person acts as an individual adult. 

This may be one reason why the ado- 
lescent finds it hard to be an adoiescent 
in our culture; why parents find it hard 
to be the parents of adolescents in our 
culture; and why we who work with 
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adolescents get confused in our own 
thinking as to what should be the frame- 
work for adolescent behavior. We do 
not really know of a framework and we 
do not want a rigid one. But this is what 
the adolescent wants. 

For several years I have been in a 
position to observe one manifestation of 
adolescents’ need to find some kind of a 
framework of society’s expectations of 
them. For a number of years I have oc- 
casionally seen some adolescents of very 
superior intelligence, who have done ex- 
cellently in school, show no signs of de- 
linquency, and are well liked by their 
teachers and their peers, and who on 
reaching the end of compulsory school 
age should continue schooling and go on 
to college. These young people come 


from uneducated families of low cultural 
standards. They are referred to me by 
organizations which have money to send 
them through college and on to construc- 
tive careers. I see those who refuse to 
go on, probably a relatively small number 
of the total group. The question brought 
to me is “Why?” 

My observations have led me to think 
that perhaps these particular adolescents 
have found, because of the positive rela- 
tionship in their homes and in their social 
group, a small cultural unit with clear in- 
itiation rites. In their subculture when a 
young person reaches the end of compul- 
sory education he enters adulthood and 
takes a job; the adolescent does not have 
to struggle so hard with adolescent prob- 
lems because he knows what is defined 
for him. 

I am often asked: Are these youngsters 
neurotic, very sick people? In my young 
days I used to think so because I thought 
education was so important. As I have 
come to know them better, while I think 
their school-leaving is. an unfortunate 
waste, I do not think they are sick. One 
reason it is so hard to change their minds 
is that they are not sick; they are merely 
in a cultural framework and they do not 
want to leave it. 


ROOTS OF CONFUSION 


Let us look briefly at some of the as- 
pects of adolescence that a psychiatrist 
working with adolescents sees as the 
roots of the young person’s confusion, 
and at what the normal adolescent tries 
to do about them. 

One very obvious characteristic phe- 
nomenon is the sudden spurt of growth 
which comes in early adolescence. The 
parent tends to continue to think of the 
child as he was until suddenly he is 
forced to see the maturing body. The 
typical adolescent also tends to deny the 
changes in his body until all at once he 
notices the difference. 

Adolescents experience a sense of 
strangeness about their bodies and try to 
hide them or advertise them. They have 
lost the security of a familiar body. 

At some time preceding puberty the 
functions of the glands of internal secre- 
tion begin to change and a gradual 
change continues for a period of 3 to 4 
years. The young person has new physi- 
cal experiences which are not consistent. 
Sexual feelings come over him which are 
truly psychosomatic in origin: they are 
affected by his experiences and other 
feelings but are stimulated by glandular 
secretions. These sexual feelings are not 
completely heterosexual; they are diffuse 
and can fix on anything, such as music 
or sports. There is no place that the 
sexual aspects of aestheticism are so well 
illustrated as in the adolescent. The ado- 
lescent who loves music does not love 
music on an academic level; his total 
being loves music because part of the 
sexual feeling that his glands have stimu- 
lated is channeled so-as to find expression 
through the appreciation of music. One 
reason why a certain type of adolescent 
is so creative is that the intensity of these 
diffuse sexual feelings can be drained off 
into aesthetic areas and can enrich them. 

However, these sexual feelings are 
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very disturbing for the young adolescent, 
for many reasons. For instance, they dis- 
turb his relationship to his parents. The 
young person’s new sexual feelings havea 
tendency to fix on some person, and it is 
natural for this to be a previously estab- 
lished “love object” of the opposite sex. 
Two people who aver the years have 
meant the most to the normal adolescent 
are his parents. The deepest love that 
he has experienced has been his love for 
them. One does not have to go further 
into Freudian psychology or talk about 
the Oedipus conflict to see what one of 
the problems of the adolesccent is—to 
find an acceptable channel for his sexual 
feelings. To channel them toward his 
primary “love object” is too dangerous. 
A healthy adolescent boy cannot do this, 
for the person for whom he has always 
had the greatest love is his mother. We 
know that some adolescents do turn their 
feelings in this direction and thereafter 
become those devoted sons who at the 
age of 60 finally bury their “love object” 
—their mother—amid commendations for 
being so devoted as to sacrifice their 
whole life for her. Actually, what they 
have sacrificed is their maturation. 

The healthy adolescent does not want 
to turn his new feelings, with their new 
intensity, toward his primary “love ob- 
ject.” The result is one aspect of be- 
havior that bothers parents so much: the 
adolescent instead of showing love for 
his mother depreciates her, wants her 
out of the picture, does not want to be 
touched by her, does not want any show 
of affection, and does not want her to 
straighten his collar or necktie, but would 
prefer to have a girl friend do that. The 
reason is that the mother is no longer 
straightening the necktie of a child in 
the period of sexual latency; she is now 
straightening the necktie of a child who 
because his feelings are supercharged 
wants to keep his distance from his 
mother. 

The adolescent has another “love ob- 
ject,” his father. He would like to ex- 
press his love for his father with this 
new-found emotionai energy, but the nor- 
mal adolescent faces the fact that this 
binds him to something that is not valid 
for the future. Therefore, he wishes also 
to remove himself from a close tie to his 
father. He manifests this in depreciating 
the father, belittling him in arguments, 
and wanting to be different from him. So 
here is a clue as to why the adolescent 
tries to break with his home. Fortunate- 
ly, most adolescents have a real urge at 
this point to get their feelings out where 
an expressed form is an acceptable form, 
and not to be bound to their childhood 
relationships with their parents. This 
leads to the whole question of independ- 
ence. 


ACTING OUT 


What does the normal adolescent do 
with his new sexual feelings? Very often 
he turns them into an academic interest, 
artistic interest, or an interest in sports. 
Whatver he goes into, however, he goes 
into with an intensity that is exhaustive. 
Some adolescents seem fatigued all the 
time because they want to run away 
from this problem, and one way to run 
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away from it is not to have the energy 
to face it. However, sometimes the ado- 
lescent is fatigued by all of his other 
activities and therefore really does. not 
have the energy for the things adults 
would like him to do. For instance, an 
adolescent who is working hard in finding 
an outlet for himself in his interpersonal 
relationships, in his sports, and so forth, 
rarely has the energy to mow a lawn. 
The adolescent has another problem 
about his sexual feelings. He knows that 
in our culture puberty is the beginning 
of adulthood—one suspects that even if 
adults did not tell him so he would have 
an unconscious drive toward adulthood— 
but he is terribly afraid of his own inade- 
quacy sexually, and particularly fearful 


that he will not be able to be a real 
man in the sexual sense. All his new 
feelings frighten him, but he is also 
afraid that they are not strong enough 
and perhaps there is something wrong . 
with him. He tries to prove to the out- 
side world how effective he is because in- 
ternally he feels so ineffectual. 

While perhaps one would not say this 
attempt to prove sexual virility is normal 
adolescence, it certainly is progressively 
becoming normal adolescence. I do not 
know whether there is more sexual act- 
ing out on the part of adolescents than 
there used to be, or whether we adults 
today are being confronted by a different 
form of sexual acting out on the part of 
the adolescents we see than our parents 
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were. Certainly adolescents today are re- 
sponding to their sexual urges in ways 
that were not typical of the past genera- 
tion. In the past there were perhaps 
different symbols for sexual acting out 
than there are now. 

I was brought up in a mid-Victorian 
community where no high-school girl 
ever went out on a date without being 
chaperoned; where we were told that 
our kisses were for the man we married, 
and only at the altar should we experi- 
ence a kiss from our boy friend. Kissing, 
we were told, was indecent; it was a 
violation of all that was womanhood. We 
all violated womanhood in that communi- 
ty and the adults did not know it. 

Those kisses were not really hetero- 
sexual kisses. They were experiments in 


A-146 


trying to see if we could be heterosexual. 
The typical young adolescent is not a 
heterosexual person psychologically, no 
matter how heterosexual he may be act- 
ing. 

The tragedy of the present situation is 
that too many adolescents are trying to 
see if they are heterosexual in a way 
that is creating the tragedies of unmar- 
ried motherhood and fatherless children. 
And now I am referring to normal young 
people, not the emotionally disturbed ado- 
lescents who act out their conflicts 
through their sexual behavior. 

Many normal adolescents are behaving 
in such a way sexually as to create se- 
rious problems for themselves within 
our culture. Their motivation is the wish 
to be sure that they really are normal and 


are going to be adult. They just do nop 
face the fact that it takes time to be an 
adult. But in spite of the growing ey 
dence of conflict between much adolescent 
behavior and our society’s cultural attis 
tudes, sex may not really be the adolese 
cent’s major problem. 

What seems hardest for adolescents to 
handle is the struggle to free themselves 
of the family. They overdo it in a sort of 
a protest against their own anxiety and 
then in a panic they fall back into 4 
more dependent role. As I have already 
indicated, one of the reasons the adoles- 
cent tries to break away from his par- 
ents as far as emotional ties are con- 
cerned is that he does not want to find 
an outlet for his sexual feelings there. 


STRUGGLING FOR FREEDOM 


There is another reason why he wants 
to break away, a very healthy one. In the 
past the adolescent has been a child in 
the family. He has felt as a child and 
his parents have treated him as a child, 
The parents have outlined the broad lim- 
its of his behavior; the child has accepted 
those limits. During the preadolescent 
period, at grammar-school age, children 
are relatively easy to get along with, be- 
cause while they might not like to wash 
very often or change their clothes very 
often they do make a rather realistic 
adjustment to childhood. For the most 
part, they obey their parents, and they 
are fairly predictable. This is because 
they are children and have accepted the 
child-parent relationship. 

But the adolescent feels the surge to- 
ward greater maturation and adulthood, 
and he is told that he has to grow up to 
be an adult. He is not told that he has 
to remain a child. How can you become 
an adult if in your home you are a child? 
The adolescent wishes to break away 
from home in part to break away from 
his own childhood. He has to be flagrant 
about this because one side of him hates 
to give up his childhood. So he overdoes 
the break in order to convince himself 
that he wants to grow up, when actually 
he is giving up a sense of security for 
terrific uncertainty. 

The adolescent also has another reason 
for wanting to break with the family, 
and that is that he wants to break with 
his own conscience. One of the most 
serious problems that we try to deal with 
when we are working with an adolescent 
is his need, in order to be an adult, to 
give up his childhood conscience. The 
origin of his conscience is primarily the 
relationship with his parents. If he re- 
tains the conscience that was made for 
him in his early childhood, he has to re- 
main a child because it is the conscience 
of a child. 

When most of us talk about conscience, 
we think about the restrictions we have 
for ourselves; we should not steal; we 
should not lie, except perhaps socially; 
we should not throw stones at people. 
We say the conscience should prevent 
people from doing the things that injure 
others. But that is only a small part of 
the conscience, albeit a very important 
part. There are a lot of other aspects to 
the conscience. The conscience of a very 
small child says that he must not cross 
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the street. Until a child gets real self- 
control in relation to crossing the street, 
a parent does not dare to leave him alone. 
He may be extremely obedient as long as 
mother is watching, but when his mother 
is not there something across the street 
attracts him and he goes ahead. In this 
instance, the prohibition against crossing 
the street is not yet a part of the child’s 
conscience. It is a part of his adaptation 
to his mother. Eventually, it will become 
a piece of his conscience and his mothér 
will be able to trust that no matter what 
the circumstances are, he will not cross 
the street. 

Fortunately, this aspect of conscience 
does not last until adolescence. The child 
learns to modify it as he gets older and 
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the parents allow him to cross the street. 
But one finds in psychoanalytic practice 
with adolescents surprising areas of con- 
science that are really remnants of such 
aspects of a childhood conscience. 

In his eagerness to break away from 
the dominance of his parents the adoles- 
cent overdoes rebellion and frightens 
himself, so that he then does a complete 
reversal and becomes a passive, depen- 
dent, agreeable, compliant child. The 
adult’s cue then is to let him come back 
and confide his troubles and restore his 
strength and not to belittle him. 

The adolescent needs to be sure that 
he can be dependent when he wants to 
be. The adult does not have to be afraid 
of this for the adolescent will continue to 


strive for independence. His occasional 
swing back to an intensified dependence 
upon the parents provides a stability for 
him that enables him to again try his 
strength. 


EFFECT OF PEERS 


The parent is not the sole source of 
stability for the adolescent. Another im- 
portant source of strength is his peer 
group. The normal adolescent is a con- 
formist to his peers. His peer group 
structures a framework of behavior pat- 
terns. It also supports him in his ex- 
plorations into a wider world by sharing 
the exploratory steps and experiences 
with him. 

Thus, close identification with a peer 
group is an important source of security 
and encouragement for the adolescent. 
The question for consideration is not that 
he is closely identified with a peer group 
but instead what type of peer group it is, 
since the solutions the group makes to the 
problems of adolescence will broadly af- 
fect the solution each member makes. 
The fact that the adolescent is a con- 
formist is nothing to worry about. What 
should be of concern is the type of peer 
group to which he is conforming. 

I have touched on only four aspects 
of the multiple problems of adolescence. 
Others are equally important. We can 
learn of them in regard to any adolescent 
we are working with, if we will listen to 
him and try to understand what he is 
saying both through words and actions. 
We can help him if we are not frightened 
by what we learn, but rather use our 
knowledge to support him as he struggles 
through this confusing time. 


Fatal accidents 
among men 


at working ages* 


Accidents take more than 42,000 lives 
annually in the United States among 
men aged 15-64 years. This is equivalent 
to a death rate of 85 per 100,000, or 
about 7 times the toll taken by pneu- 
monia or tuberculosis. Accidents are the 
leading cause of death among men at 
ages 15-39, and only heart disease ac- 
counts for a greater number of lives at 
ages 40-44. Even among men aged 45-64 
years, deaths resulting from accidental 
injuries are outnumbered only by those 
from the cardiovascular diseases and 
cancer. - 

There is little encouragement in the 
recent trend of fatal accidents among 
men at the main working ages. The 
death rate was higher in 1956 than in 
1949 for white men under age 35, and 
for nonwhite men in the entire range of 
ages under 65 years. In this short period, 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, January 1959. 
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the accident mortality rate among white 
males rose 20 percent at ages 15-19 and 
26 percent at ages 20-24. The 1956 rate 
in the latter age group—124.7 per 100,- 
000—is more than one third above the 
next highest, recorded at ages 55-64. 

Both the trend and the level of acci- 
dent mortality have generally been more 
unfavorable for nonwhite males than for 
the white. Nonwhite men record higher 
death rates in every age group beyond 
adolescence. At ages 35-44 the ratio is 
2 to 1, and in the age range 45-64 years 
it exceeds 1% to 1. 

One factor alone accounts for the un- 
favorable trend of fatal accidents among 
males at the main working ages: the in- 
crease in mortality from motor vehicle 
accidents. For white males aged 15-64 
years the motor vehicle accident death 
rate rose from 36.8 per 100,000 in 1949 
to 44.0 in 1956, or 20 percent; among 
nonwhite males the corresponding in- 
crease was from 43.6 to 59.9 per 100,000, 
or 37 percent. Motor vehicle mishaps are 
the dominant type of accident among 
both white and nonwhite men throughout 
the working ages. In none of these age 
groups do fatalities resulting from motor 
vehicle accidents comprise less than 40 
percent of the total accident mortality; 
at ages 20-24 the proportion is nearly 70 
percent. In the aggregate, drivers and 
passengers constitute the bulk of the vic- 
tims in motor vehicle mishaps. 

Other types of accidents also take a 
large number of lives among men _ be- 
tween the ages of 15 and 64. Drowning, 
aircraft, and firearm accidents are prom- 
inent causes of fatal injury among men 
under 35 years of age. At the later 
working ages, falls rank second to mo- 
tor vehicles as a cause of accidental 
death, while fires and explosions take a 
lesser toll. Fatal injuries resulting from 
falling objects and accidents involving 
machinery, electric current, and railways 
contribute somewhat to the total through- 
out working life. 

The major problem in curtailing the 
heavy accident death toll among men at 
the main working ages is to reduce the 
frequency of fatal injuries “after the 
whistle blows.” A few years ago the 
Metropolitan Life Insurance Company 
made a study of the accidental deaths 
among male Industrial policyholders, 15- 
69 years of age, who were employed at 
the time of their death. The study 
showed that 4 out of every 5 of the 
fatal injuries among these men occurred 
off the job. Nonoccupational mishaps 
accounted for all or nearly all the fatal 
accidents among men in a number of 
occupations, including those employed as 
operatives in cotton or woolen mills, and 
in furniture, shoe, or clothing factories, 
and men employed as white-collar work- 
ers. Even iron and steel mill workers, 
who are generally subject to a variety 
of hazards, had almost 3 times as many 
fatal accidents away from work as they 
did on the job. In relatively few occu- 
pations did fatal accidents arising out of 
and in the course of employment exceed 
the number of nonoccupational; included 
in this category were underground coal 
miners, cranemen, city firemen, and elec- 
tric light and power plant linemen. 
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Births continue 


at high level* 


Births in the United States continue 
at an unprecedented high level. For five 
years in succession, the annual crop of 
babies was well over 4 million, with a 
total of close to 21 million. In each of 
these years nearly 1 out of every 6 mar- 
ried women under age 45 bore a child, 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, February 1959. 


whereas around 1940 the corresponding 
proportion was nearly 1 in every 8. Al- 
though births declined from their all-time 
high of about 4,300,000 in 1957 to about 
4,240,000 in 1958—and are expected to 
decrease somewhat further this year— 
the end of the baby boom is not yet in 
sight. The indications are that the num- 
ber of births will remain around the 4 
million mark in the years immediately 
ahead. Moreover, it is likely that births 
will climb to new high levels after the 
mid-1960’s, when the postwar babies be- 
gin to reach marriageable age and start 
their own families. 

The upsurge in births started after 
the end of World War II with a sharp 
rise in the number of families having 


A-149 


ional 
lence 
y for 
his 
e of 
im- 

peer 
con- 
roup 

pat- 
ex- 
ring 
nces 
eer 
rity 
hat 
oup 
the 
af- 

eS. 
hat 
er 

ts 
nt 
to 
1S. 
: 

| 

— 


MORE SUITABLE, FOR MORE 


Doriden offers sound, restful sleep for patients who are sensitive to barbiturates, eld- 
erly patients, patients with low vital capacity and poor respiratory reserve and those 
who are unable to use barbiturates because of hepatic or renal disease. Onset of sleep 
with Doriden is smooth and gradual, usually with no preliminary excitation. Doriden 
acts within go minutes, and sleep lasts for 4 to 8 hours. Except in rare cases, no “hang- 
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their first child. At its peak in 1947 the 
rate for first births reached 69 per 1,000 
married women under 45 years of age, 
but within three years it dropped below 
50 per 1,000. More recently the baby 
boom has been sustained by the large 
number of established families having a 
second or subsequent child. Since 1947 
the annual rate for second children has 
remained close to 45 per 1,000, or about 
1% times the rate which prevailed in 
the mid-1930’s. Second births, totaling 
somewhat more than 1,100,000 annually 
in recent years, have been not much be- 
low the number of first births—a situa- 
tion without counterpart in at least two 
generations. 

Even more noteworthy has been the 
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continued rise in the rate for third births, 
which has increased without interruption 
since the late 1930’s. In 1957 the rate 
reached 33 per 1,000, or almost twice 
that of two decades ago and the highest 
in at least 40 years. Equally striking is 
the fact that an increasing number of 
families are now having a fourth or 
fifth child. The annual rate for fourth 
births has climbed from 10 per 1,000 
wives under age 45 in 1940 to 19 per 
1,000 in 1957. Similarly, the rate for 
fifth births almost doubled during this 
period, rising to 11 per 1,000. Despite 
these marked upswings, the rates for 
fourth and higher birth orders still are 
well below those which prevailed at the 
time of World War I and earlier. 


With the shift toward moderate-sized 
families, third and subsequent births have 
increased in importance, their proportion 
of the total rising from 38 percent in 
1940 to 46 percent in 1957. Yet, because 
of earlier marriage and family building, 
most American children still are born to 
relatively young parents. Currently al- 
most three fifths of our babies are born 
to mothers in their twenties and nine 
tenths to those under age 35, or virtually 
the same proportions which prevailed 
in 1940. Young parents today, more than 
ever before, are planning for the finan- 
cial security of their family through sys- 
tematic savings, home ownership, Life 
insurance, and other means. 


Cancer 
in childhood* 


Cancer is much more common in child- 
hood than is generally realized. It takes 
a greater number of lives among children 
5-14 years of age in the United States 
than any other disease, accounting for 
one out of every four deaths from dis- 
ease at these ages. The malignancies have 
gained in relative importance as a cause 
of death in childhood as the infectious 
diseases have increasingly been brought 
under control. Of greater consequence is 
the increase in the actual cancer toll, 
which has resulted from the long-term 
upward trend in the mortality rate from 
the disease and the rapid growth of the 
child population. Currently, about 4,000 
cancer deaths occur annually at the ages 
under 15, or nearly 50 percent more than 
a decade ago. 

The death rate from cancer in child- 
hood is highest at the pre-school ages, 
rising gradually from infancy to a peak 
between ages 3 and 4. During the school 
ages, however, the mortality decreases. 
Thus, in 1954-56 the cancer death rate 
among white males rose from 9.2 per 
100,000 under age 1 to 12.7 at ages 1-4, 
and then fell steadily to 7.0 at 10-14 
years. At each of the childhood ages the 
rate among boys exceeded that among 
girls by one fifth. 

Leukemia is the most common form of 
cancer in childhood, being responsible for 
nearly half the total death toll from ma- 
lignancy under age 15. The leukemia 
death rate is at a peak in the age group 
1-4 and decreases during the school ages. 
On the other hand, the sex ratio of the 
mortality from the disease increases with 
advance in the childhood ages. Under 
age 1 the death rate is somewhat greater 
for females than for males, but by 5-9 
years the rate for males is the higher by 
about 25 percent, and at ages 10-14 by 
35 percent. 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, D b 
1958. 
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Hypothyroid patients 
with few exceptions must have 
lifetime thyroid supplementation. 
No wonder then that 
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for its safe, predictable metabolic 
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to the patient for long-term therapy. 


Proloid is the only purified but 
complete thyroglobulin. Proloid is 
assayed chemically to assure unvarying 

amounts of organic iodine, and 
biologically to assure uniform metabolic 
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whenever thyroid therapy is indicated. 
Proloid is prescribed in the same 
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WHICH OCCURS FIRST IN ARTHRITIC 
AND RHEUMATIC DISORDERS — 
THE PAIN OR THE SPASM? 


Regardless of which occurs first, the pain or the spasm, prescribe 
SALIMEPH FORTE or SALIMEPH/PREDNISOLONE to rapidly 
relieve the pain which causes the spasm and to relax the spasm 
which causes the pain in arthritic and rheumatic disorders. 


SALIMEPH FORTE 


ACTH-like action without ACTH side effects 


A specific analgesic, salicylamide 500 mg., best tolerated salicy- 
late, plus mephenesin 333 mg., safest potent skeletal-muscle 
relaxant, and ascorbic acid 50 mg. in special coated, easy to 
swallow, capsule-shaped tablets. Provides massive salicylate 
therapy with only 2 or more tablets q.i.d. 


SALIMEPH/PREDNISOLONE 


effective corticosteroid anti-inflammatory agent 


Combines all of the advantages of Salimeph Forte but adds only 
the small dosage needed in massive salicylate therapy of 0.75 mg. 
of prednisolone, approximately 4 times as effective (mg. for mg.) 
as hydrocortisone with virtually none of its untoward side effects. 


Also available: Salimeph-C, when lesser dosage is adequate; 
Salimeph-C/Codeine Phosphate, when pain is severe; Sali- 
meph C/Colchicine, for gout and gouty arthritis. All Salimeph 
products are supplied in bottles of 100, 500 and 1000 tablets. 


Prescribe with Confidence 
KREMERS-URBAN COMPANY 
Distinctive R Specialties Since 1894 


Milwaukee 1, Wisconsin 


Cancers of the nervous system—chiefly 
the brain—constitute the second most 
frequent category and account for about 
one fifth of all deaths from cancer in 
childhood. This figure probably under- 
states the actual proportion, because in 
many cases of brain tumor the question 
of malignancy remains undetermined. Ma- 
lignant tumors of the peripheral nerves 
are being reported in increasing number. 
Other fairly frequent sites of malignan- 
cy are the kidney and bone. Mortality 
rates from the most common types of 
cancer tend to decrease during the child- 
hood ages, notable exceptions being can- 
cer of the bone and Hodgkin’s disease. 

Children afflicted with cancer generally 
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live only a short time, often less than a 
year. Consequently, the frequency of new 
cases—and the total of existing cases— 
parallels the number of deaths from the 
disease. Such differences which do exist 
between incidence and mortality for the 
various types of malignancy reflect varia- 
tions in the age at onset and the rapidity 
with which the disease runs its fatal 
course. For example, leukemia of the 
acute type, which is relatively common in 
young children, usually progresses rapid- 
ly. Hence, while the leukemias account 
for about one third of the new cases, 
they are responsible for nearly half the 
cancer deaths under age 15. On the other 
hand, brain and bone cancers, which run 


a longer course, account for a somewhat 
smaller percentage of deaths than of new 
cases. 

Cancers in children are treated by 
means of X ray or radioactive substances, 
surgery, and various chemicals. Chemo- 
therapy appears to offer great promise 
in the management of common childhood 
cancers. Some of the chemicals devel- 
oped to date have been helpful in alle- 
viating symptoms and prolonging the 
lives of children with leukemia. A large 
and intensive research program has been 
organized to discover or develop chemi- 
cals which will destroy cancer cells with- 
out harming normal cells. At the same 
time, fundamental research goes on at an 
accelerated pace to find the cause of can- 
cer. The outlook for progress in the 
control of cancer in children is increas- 
ingly hopeful, but the tasks ahead are 
long and arduous. 


Fatal accidents 
decrease in 1958* 


About 91,000 accidental deaths occurred 
in the United States during 1958, a re- 
duction of around 4,000 from the toll in 
1957 and the smallest number for any 
year since 1954. The accident death rate 
in 1958, estimated to be 53 per 100,000 
population, established a new low record, 
decreasing from 56 per 100,000 in 1957. 

The more favorable record for the 
year just ended reflects in part the reduc- 
tion in motor vehicle fatalities. In 1958, 
for the second year in a row, the num- 
ber of deaths from motor vehicle acci- 
dents decreased by about 1,000, to a total 
of approximately 37,000. It appears like- 
ly from data available at this time that 
the death rate per 100 million vehicle 
miles reached a new low level. Never- 
theless, motor vehicle accidents in 1958, 
as in prior years, accounted for more 
than two fifths of all deaths from acci- 
dents. 

Accidents in and about the home killed 
approximately 27,000 people during 1958. 
Public accidents other than those involv- 
ing motor vehicles were responsible for 
17,000 deaths. Injuries sustained in mis- 
haps arising out of and in the course of 
employment killed nearly 14,000; approxi- 
mately 3,000 of these victims lost their 
lives in. motor vehicle accidents (which 
number is also included in the total for 
motor vehicle mishaps). 

Catastrophes—accidents in which five 
or more persons are killed—caused near- 
ly 1,600 deaths in 1958, about 100 less 
than in the preceding year. There were 
10 major catastrophes—those which took 
the lives of at least 25 persons—during 
1958. While the number of such disas- 
ters was relatively high, their toll of 427 

*Reprinted from Statistical Bulletin, Metro- 


politan Life Insurance Company, December 
1958. 
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WHEN 
AMPHETAMINE 
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WHY PRESCRIBE 
SIDE EFFECTS? 


Now a unique chemical structure gives you a disciplined amphetamine that 
raises the spirits without raising Cain. This new form—Tanphetamin— 
embodies the Durabond® Principle, which assures smooth, uniform, pro- 
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Drug release is independent of intestinal motility, pH or any other phys- 
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Med, Sc. 3:376, 1958. 
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CAMP’S 


FOR LOW BACK SYNDROME 


original, authentic... anatomically and physiologically correct 


Camp's commonly used position for strains and sprains 


ADVANTAGES 
Effective traction 


INDICATIONS 

Herniation of lumbar disc 
Sprain of lower back 
Acute scoliosis 

Fracture of lumbar vertebrae 
or processes 

injury to lower back 
following difficult 
confinement 

Simple fractures of 

pelvic bones 


Easily applied 


For Further Details Write 


S.H. CAMP and COMPANY 


Early relief from pain 

Permits proper nursing 

No known complications 
Few contraindications 


Patients cooperate 


AVOIDS 

Dermatitis from adhesives 
Thrombophlebitis 

Swollen ankles and knees 
Patient irritation 
Prolonged disability 
Quadriceps atrophy 


Jackson, Michigan 


deaths was about the annual average for 
catastrophes of this magnitude. For the 
first time since 1949, there was no disas- 
ter which took as many as 100 lives. 
Closest to this figure was the fire which 
spread through a Chicago school on De- 
cember 1, killing 93 persons—90 children 
and three nuns. 

Four of the major catastrophes in 1958 
involved aircraft. On February 1, two 
military planes collided over Los An- 
geles, Calif., killing 48 persons. There 
were two air catastrophes during April: 
one was the collision of a scheduled pas- 
senger plane and a military jet plane 
near Las Vegas, Nev., taking 49 lives; 
the other was the crash of a scheduled 
plane near Midland, Mich., resulting in 
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47 fatalities. On August 15, a scheduled 
plane crashed at Nantucket, Mass., caus- 
ing 25 deaths. 

A passenger train plunged into New- 
ark Bay near Bayonne, N. J., on Septem- 
ber 15, taking 48 lives, the highest toll 
in a railroad accident in the United 
States since the Woodbridge, N. J., de- 
railment in 1951. Two other disasters 
were also associated with transportation: 
a school bus plunged over a cliff into a 
river near Prestonsburg, Ky., on Febru- 
ary 28, drowning 27, all but one of them 
children; in mid-November, a freighter 
sank off Gull Island in Lake Michigan, 
accounting for 33 fatalities. The only 
natural disaster of the year was a group 
of tornadoes which hit northwestern Wis- 


consin early in June, claiming 30 victims, 
The remaining major catastrophe—in- 
volving the sale of poisonous liquor in 
New York City—took 27 lives. 

Catastrophes involving motor vehicles 
accounted for more than one fourth of 
the nearly 1,600 lives lost in all accidents 
which killed five or more persons. Fires 
and explosions ranked next, with a some- 
what lower death toll. Military aviation, 
civil aviation, and natural catastrophes 
each contributed appreciably to the total, 

Both military and civil aviation were 
responsible for a considerably larger 
number of catastrophic deaths in 1958 
than in the year before. Fires and ex- 
plosions, water transportation, and rail- 
roads also accounted for more fatalities 
than in 1957. On the other hand, the 
loss of life in natural catastrophes—such 
as tornadoes, hurricanes, and floods—was 
the lowest since 1951. 


Parent groups 
in total family 
therapy* 


Marion F. Langer, Ph.D. 
Executive Secretary, American 
Orthopsychiatric Association 


Millions of parents are reached daily 
every month in this country with advice 
on child care by individual and group 
counselors, newspaper and magazine 
writers, and radio and television com- 
mentators.* Among the organized groups 
providing parent education are: Federal, 
State, and local governments; more than 
30 major national voluntary agencies in- 
cluding school, church, medical, home 
economics, and other groups; and hun- 
dreds of local organizations.* 

Various forms of parent education 
have developed under these different aus- 
pices. Different needs among parents 
have been recognized and effort made to 
adapt structure and techniques to meet 
them. However, a definite trend away 
from the didactically planned single ses- 
sion devoted to imparting information 
has become discernible. The emphasis 
has shifted to small discussion groups 
allowing parents to exchange their ideas 
and experiences with the help of a leader. 

Originally, these discussion groups 
were provided for “normal” parents with 
“normal” children. Their major objec- 
tive was to facilitate the parents’ under- 
standing of child development and of 
their common concerns about their chil- 
dren in the effort to achieve better “men- 
tal health” for children. They have been 
widened in their use to include expectant 
parents and parents of physically and of 
mentally handicapped children. 

S. R. Slavson, in a new book, “Child- 
Centered Group Guidance of Parents,’”” 
describes an extension of the discussion- 


*Reprinted from Children, March-April 1959. 
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“A Statistical Study of the Osteopathic Profession-December 31, 1957” 
Published by the American Osteopathic Association, November 1, 1958. 


An attractive 40-page booklet in color, illustrated with tables and charts. 
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Wound Man from 16th-century Surgery of Ambroise Paré 


When you give a salicylate to relieve pain, you will get 
better results with AscriPTIN— aspirin buffered with 
our antacid MAALOx. AscRIPTIN is indicated for pain 
relief in every condition where salicylates are useful- 
and especially in arthritis, rheumatism and other chron 
tc illnesses that require prolonged analgesic medication 
The dose ts that of aspirin, but AscripTin relieves pain 
faster, without gastric disturbance and produces signif- 
tcantly higher blood salicylate levels (uy state J. Med. 58:697, 
1958). Moreover, since AASCRIPTIN ts a professional prepar- 
ation, not advertised to your patient, a prescription for it 
has maximal psychological effect. The Ascriptin tablet 
adtsintegrates gutckly to provide acetylsalicylic acta 
0.30 Gm. and MAALOX (magnesium aluminum hydroxide 
gel) O15 Gm. Make your own comparisons; well be glad 
to send you a clinical supply with our compliments. 
ASCRIPTIN available at prescription pharmacies 
in bottles of 100 and S00. For severe pain, capsules 
ASCRIPTIN with CODEINE (Codeine phosphate,15mg.) are also 
available. H.Rorer, inc., Philadelphia 44, Pa 


group technique to parents of emotionally 
disturbed children in the clinical setting 
of the Jewish Board of Guardians, a 
voluntary children’s agency in New York 
City. 

The. experiment had its beginnings in 
the author’s work in the community with 
discussion groups of young parents who 
on their own initiative sought a group 
learning experience. The goal of this 
work was preventive—to help the par- 
ents “avoid the pitfalls in the rearing of 
their children.” On the basis of his ex- 
perience and observations with these 
groups the author refined methods for a 
program of group sessions with parents 
of children undergoing treatment for 
emotional disturbances — groups with a 
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therapeutic rather than merely a preven- 
tive aim in regard to children. 


FAMILY TREATMENT 


The parent discussion group is one part 
of the clinic’s treatment program of total 
family therapy. The father and mother, 
if it is feasible, attend separate discus- 
sion groups. The child is either receiving 
individual therapy or activity-group ther- 
apy. In some instances, one parent may 
be participating in a discussion group, 
while the other parent may be receiving 
individual therapy. The goal of total 
family treatment is to achieve “a change 
in the ‘family climate’ as well as in the 
functioning of the individuals in it.” Ef- 
fort is directed toward “altering the re- 


lation between the parents and the chil- 
dren.” 

In this book Mr. Slavson focuses chief- 
ly on the techniques evolved in the parent 
groups. He analyzes the sessions in de- 
tail, considering the content of parent- 
child relations, principles and practice in 
child-centered group guidance, the devel- 
opment of parental: understanding of chil- 
dren, the reduction of family tensions, 
the pitfalls of the technique, the criteria 
for selection of parents, the dynamics of 
the process, the differences between group 
guidance and group psychotherapy, and 
the implications of the process for gen- 
eral mental health. 

In defining child-centered group guid- 
ance of parents, Mr. Slavson says: “The 
phrase ‘child-centered’ distinguishes it 
from guidance and counseling in which 
the total life situation and relations of 
the participants are considered. In the 
technique with which we are dealing 
here, attention is focused on the child 
and the child alone—his nature, his fears, 
his needs, his strivings, his behavior and 
its meaning, and the most efficacious way 
of dealing with him and his acts in the 
interest of his, the family’s, and the com- 
munity’s mental health.” 

The groups consist of 8 parents each, 
meeting on alternate weeks for 90 min- 
utes to 2 hours. Parents are grouped 
so that their children are of nearly the 
same age and of the same sex. The dis- 
cussions are at all times centered on “ac- 
tual” situations as they occur in the lives 
of the parents and “only those that relate 
to their children.” The ultimate aim is 
defined as “a change in the parents’ be- 
havior toward their children, stemming 
from deliberative, controlled, and under- 
standing reactions and reflections instead 
of impulsivity and the irrational emotion- 
alism of the past.” 


THE GOALS 


A number of aims of this process are 
delineated; some major, others subgoals 
of the major objectives. One major goal, 
the author says, is: “to demonstrate that 
even parents who have already made se- 
rious mistakes with their children can, 
through their own effort, find ways of 
correcting past errors, eliminate tensions, 
reduce antagonisms and hostilities, estab- 
lish favorable relations with their chil- 
dren and mates, and create a_ relaxed 
atmosphere in the home.” 

Subsidiary aims are part of the dy- 
namic process and include: 

“The participants buttress each other’s 
positive trends and constructive elements 
in their lives. . . . the group members 
with the aid of the leader guide one an- 
other toward discovering effective ways 
of dealing with hitherto frustrating situ- 
ations, thereby eliminating or reducing 
their sense of failure. .. .” 

Parents achieve “self-acceptance.” 

“Awareness is accelerated and enhanced 
through seeing one’s self mirrored in the 
acts of others.” 

As “discovery that one is not alone 
occurs,” a universalization of experience 
as a parent is achieved. 

“Tdentification with a wholesome par- 
ent figure’—through the leader’s accept- 
aace of members of the group. 
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“Acquisition of knowledge.” 

“Reduction of ego load.” 

“Reduction of guilt.” 

“Buttressing of parental instincts and 
ideals.” 

“Support of cultural values.” 

“Widening fields of operation.” 

“Supervised practice in parenthood.” 

Essential ingredients for the achieve- 
ment of the major goals of the group, 
according to the author, are the skill of 
the group leader and the proper choice of 
members of the group. 

These are the same goals accepted by 
everyone working in the field of mental 
health as of vital importance for family 
living. 


OF MENTAL HEALTH 


We would all agree, I believe, with 
Mr. Slavson’s repeated emphasis on the 
importance of parent learning. There is 
general recognition of the fact that the 
physical achievement of parenthood is not 
synonymous with the ability to rear chil- 
dren in a rapidly changing culture. With 
the increasing evidence of emotional dis- 
turbance among children, in the adult 
population, and‘in family groups, concern 
continues to mount as to how to provide 
for more adequate family living. 

Four significant trends today appear to 
have their origins in this concern: 

1. The most prevalent trend is the de- 
velopment of the wide variety of pro- 
grams to help parents learn to function 
in ways that will encourage healthier 
emotional development of their children 
or, as frequently expressed, prevent emo- 
tional disturbance. The goal is generally 
change in parental attitudes to children 
and, as a consequence, change in parent- 
child interactions, with a further conse- 
quence of better mental health of the 
child. 

Mr. Slavson illustrates this when he 
says: “When parents can accept without 
fear and guilt their unconscious trends, 
rather than overidealize themselves, they 
will be able to function more construc- 
tively and lay a sounder foundation for 
the mental health of their children.” He 
also says: “Were child-centered guidance 
groups for parents to become an integral 
part of young and older women’s and 
men’s clubs and organizations and used 
extensively in high schools, young adult 
groups, college classes, neighborhood and 
church groups, the level of mental health 
in the community would in time rise im- 
measurably.” 

Part of this trend, as demonstrated by 
Mr. Slavson’s statement, has been to 
assume a causal relation between parent 
education—the presentation to groups or 
the use by groups of human development 
materials—and the improvement in the 
mental health of children. 

2. A steadily growing trend is the rec- 
ognition of need for more knowledge as 
to the connections between parent educa- 
tion, change in parental attitudes, and 
improved mental health for children. 
More and more the question is being 
asked: What is the evidence that a dem- 
onstrated change in parental attitudes as 
a result of an educational program is 
related to a subsequent change in the 
mental health of the child? 


Vo: 58, May 1959 


index” and the “lowest incidence of side effects. 


Recognition of the need for research 
to evaluate programs for parent educa- 
tion is one part of this trend. Another 
part is the initiation of such research. 
Orville Brim, Jr., of the Russell Sage 
Foundation has reported that there are 
now about 20 evaluative research studies 
of programs of parent education.’ After 
analysis of the results of these to date, 
he has concluded that they do “not show 
us to be in a strong position in respect 
to the scientific bases of our educational 
efforts” and that we need “more knowl- 
edge about the effects of what we are 
doing than we have at the present time.” 

3. A third trend carries a step further 
the question of evaluating the effective- 
ness of parent education in achieving 


better mental health for children by 
looking into the meaning of mental 
health and asking what are its compo- 
nents. Marie Jahoda, in her recent book, 
“Current Concepts of Positive Mental 
Health,”* says: “There is hardly a term 
in current psychological thought as 
vague, elusive, and ambiguous as the 
term ‘mental health’.” 

Dr. Brim, in his reviews of the evalua- 
tive studies of parent-education programs, 
points to what he considers a crucial 


-problem in such studies—“the concep- 


tualization that deals with the character- 
istics of the child which pertain to his 
mental health.” This conceptualization 
might be a view of mental health as 
composed of a variety of measurable 
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skills. In other words, if we develop a 
program with the goal of improving 
mental health through bringing about 
change in individuals, can we define the 
qualities in which we anticipate change 
and determine whether our objective is 
attainable by the processes utilized? 
While these are not simple problems, 
easily solved in work with individuals in 
their interactions with each other and so- 
ciety, they obviously require our concen- 
trated attention. 

4. The fourth trend, an increasing 
move toward family-oriented efforts, is 
well demonstrated by the three-pronged 
program described by Mr. Slavson. In 
this program re-education or child-cen- 
tened group parent guidance involves all 
members of the family. While the focus 
in each part of the program is the child, 
a basic consideration in the process is 
the interaction of parents and child. As 
Mr. Slavson points out, “total family 
therapy is becoming increasingly accept- 
ed in mental-hygiene practices.” 

One wishes a method of evaluating 
change in the member of the group and 
the effects of these changes on the child 
as well as on the family equilibrium had 
been built into the process of the pro- 
gram Mr. Slavson describes. Case illus- 
trations report changes of attitudes to 
children and improvement in the family 
climate of the individuals concerned. We 
need to know more about the degree of 


these changes, and of their meaning for 
the children and for the family structure. 

Mr. Slavson’s material stimulates in- 
terest in the interaction among the mem- 
bers of a family and in the family’s in- 
teraction with the culture in which it 
lives. His focus on methods by means 
of which individual family members can 
learn to make their adaptations to each 
other and to their social world is well 
defined. It leaves open, however, some 
questions that are implicit in any public 
mental-health approach. Is the human 
being’s function only to make adapta- 
tions? Are there no difficulties in indi- 
vidual interaction with society that do 
not stem directly from the parent-child 
relationship? Do we consider as fixed 
and unchanging the function of the be- 
havioral and social scientist to look at 
the culture without recognizing whether 
it is in a state of change or in need of 
change? 
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Teamwork in 
helping families 
to launch a life* 


Pauline G. Stitt, M.D., 
Joan G. Babbott, M.D., 
and Eva J. Salber, M.D.+ 


Three artificial separations complicate 
most efforts to provide health services to 
child-bearing and child-rearing families. 

These are: 

1. The schism between obstetrics and 
pediatrics, resulting in the care of the 
mother being separated from the care of 
the child. 

2. The consideration of the mother or 
child apart from the father and total 
family. 

*Reprinted from Children, March-April 1959. 
Based on a paper presented at the 1958 meet- 
ing of the American Public Health Association. 

+The authors are members of the Department 
of Maternal and Child Health, Harvard School 
of Public Health, Harvard University. Dr. 
Stitt is an assistant professor, Dr. Babbott, a 


former Milton research associate, and Dr. Salb- 
er is a Milton research associate. 
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3. The separate functioning of the 
many professions which have something 
to contribute to total family health. 

During the years 1950 to 1956 a clinic 
known as the Family Health Clinic at 
the Boston Lying-In Hospital attempted 
to find out how these artificial separa- 
tions might be minimized. This clinic 
was supported in major part by a grant 
from the Association for the Aid of 
Crippled Children. Members of the reg- 
ular staff of the department of maternal 
and child health of the Harvard School 
of Public Health, and of the Boston 
Lying-In Hospital, took part in the ex- 
periment. Analyses and preparation of 
the accumulated data were made possible 
by special grants from the Charles H. 
Hood Dairy Foundation of Boston, and 
the Milton Fund, Harvard University. 

This paper will review some elements 
and implications of the pediatric experi- 
ence. 

The clinic was organized under spon- 
sorship of the department of maternal 
and child health of the Harvard School 
of Public Health, the Boston Lying-In 
Hospital, and the Children’s Medical 
Center of Boston, as a pilot study to ex- 
plore the use of a multiprofessional ap- 
proach in a single obstetric-pediatric 
clinic.'** Patients were selected from the 
hospital’s regular outpatient clinic, cri- 


teria being that they be primiparous mar- 
ried women, free of unknown pathology, 
and living within accessible distance of 
the service. The clinic was open to moth- 
ers, fathers, and children, and offered 
family-focused service throughout the en- 
tire period of pregnancy, and for at least 
a year afterward. 

Over the period of 6 years prenatal, 
postnatal, and well-child health supervi- 
sion was supplied to 116 families having 
their first babies and 25 of the same 
families during subsequent pregnancies. 


CLINIC OPERATION 


The staff—The clinic team gave service 
of the various kinds pertinent to present- 
day maternal and child care. Obstetri- 
cians, pediatricians, nurses, nutritionists, 
and social workers provided direct service 
to patients and consultation to each other. 
A psychiatrist served as mental-health 
consultant to the rest of the team. 


Method—Prenatal services began early 
in pregnancy for the majority of pa- 
tients. Pediatric-clinic visits began when 
the baby was about one month old, and 
proceeded at monthly intervals during the 
first year. Both obstetric and pediatric 
services were provided with considerable 
flexibility and frequency, varying with 


the disciplines involved and with needs 
of individual families. As far as possible, 
families were cared for by the same per- 
sonnel throughout their experience in 
the clinic. However, the pediatrician 
started initial contacts with the families 
as a member of the prenatal service 
team. 

Usually the patients were seen in each 
visit by 3 or 4 staff members who as- 
sembled their observations into one rec- 
ord. Teamwork was facilitated by pre- 
and post-clinic case conferences of total 
staff, by casual or planned individual 
conferences between staff members, by 
administrative staff conferences, and by 
additional case conferences with the 
mental-health consultant. 


Premises of operation—The obstetric 
and pediatric care was given on the 
premises that: 

1. Pregnancy, child bearing, and child 
rearing comprise a continuum. : 

2. These natural processes tend to in- 
tensify the problems of daily existence 
and to introduce new problems posing 
challenges that can literally make or 
break a family. 

3. The way in which each new challenge 
is met has immediate and long-range ef- 
fect. Mastery tends to move the family on 
to further success, whereas failure tends 
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to move the family in the opposite di- 
rection. 

4. Logical services consist of timely 
measures enabling families to master the 
crises of pregnancy and child rearing 
and in doing so not only to prevent com- 
plications but to derive strength from the 
experiences. 

The project experimented with meth- 
ods of providing these services as an in- 
tegrated function of several professions 
working together. 


PEDIATRICS IN THE CLINIC 


The clinic goal was to launch a life, 
and with that life new dimensions in the 
life of a family—not a 9 months’ task, 
but one extending throughout childhood 
—a continuum without a real end point 
even at the elected time of ending well- 
child care. 

It made an effort to seek out and utilize 
the powers of growth and development 
for the benefit of child and family—the 
fetal growth and development, the paren- 
tal maturation that takes place during 
and after pregnancy, and the subsequent 
growth and development of the child. 

The pediatricians were participants 
from the beginning of the prenatal period 
onward. They tried to get acquainted 
with the parents during the pregnancy 
and to be of informational assistance 
and a source of relaxation and comfort 
by stressing that the parents would have 


their continued support after the child 
arrived. After the child was born, they 
proceeded with standard child-health su- 
pervision practices, with every phase of 
care geared to the growing and develop- 
ing parents as well as to the growing 
and developing child. They used the usual 
tools of well-child supervision to avert 
death, prevent disease, and prevent dis- 
torted parent-child relationships. They 
stressed promotion of child and family 
health by channeling services through the 
parents as well as the child. 

The pediatricians made steady, system- 
atic search for parental strengths and 
tried to help parents become aware of 
those strengths, pointing out to them in 
visit after visit actual evidence of how 
they themselves were growing, develop- 
ing, and functioning in their parenthood. 
Parents were helped to understand how 
the quality of parenthood gradually de- 
velops through interaction between them- 
selves and the child and between them- 
selves as husband and wife becoming 
also father and mother. 


In loco parentis—As is so often the 
case today, the parents served lacked the 
supports that an extended family pro- 
vides. Many were far from their own 
parents, and most grew up in small fam- 
ilies where they had had little experience 
with child bearing and child care before 
they entered these adventures themselves. 


Many were very young. The family as- 
pects of the Family Health Clinic were 
thus important in the sense of the staff’s 
working with the whole family, and also 
in that the clinic itself served as a sort 
of “family” for the patients. 


Protection of parents—Advice on child 
care, especially in the newborn period, 
was kept simple. A conscious effort was 
made to strip daily routines of nonessen- 
tial practices that might confuse, fa- 
tigue, or even overwhelm inexperienced 
parents. New routines of care were in- 
troduced gradually and were adapted to 
the parents’ confidence and competence to 
carry them out. 

Specific recommendations were made 
for maternal rest and for parental recre- 
ation. The fact that few parents includ- 
ed recreation in their planning seemed 
closely related to a paradoxical time- 
outlook many of them manifested. While 
they tended to regard the baby and the 
demands of parenthood as an immediate 
crisis calling for an all-out effort on 
their part even to the exclusion of physi- 
cal rest, recreation, and adult companion- 
ship, at the same time they looked on 
babyhood as an interminable and demand- 
ing period of dependence. The clinic’s 
pediatricians attempted to free them from 
such unrealities by gearing child-care 
advice to simple essentials and helping 
them set a comfortable pace that they 
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could have some hope of maintaining 
throughout their child’s growing and 
changing childhood. In these efforts the 
pediatricians attempted to convey the 
sense of the moment and the sense of 
motion. 


The sense of the moment—At each 
clinic session the pediatricians elucidated 
the transitory phenomena of infancy, 
using every opportunity in the examina- 
tion, in the interview, and in anticipatory 
guidance to present the brief, lovely mo- 
ments of infancy and early childhood. 
This was done because many develop- 
mental phases last only a few days yet 
are momentous milestones and should be 
made visible to nurturing parents so that 
they can find enjoyment and encourage- 
ment in them as does a gardener with 
the first spring crocus. The purpose was 
to help the parents to become progres- 
sively perceptive and increasingly aware 
of the child as a separate and unique in- 
dividual. Thus, the child would be en- 
couraged to become increasingly inde- 
pendent and the parents to become less 
dependent on the clinic. 


The sense of motion—In striving to 
convey the sense of motion, the pediatri- 
cians during the physical examinations, 
history taking, and anticipatory guidance 
always linked the immediate visit with 
the preceding month and the month to 


come, so that the parents could perceive 
the dynamics of the baby’s progress and 
their own development. The clinic rec- 
ord was employed as a tool of parental 
development. Notes made of parental 
comments and their concerns of the mo- 
ment were judiciously used at subsequent 
visits to illustrate progress. 


Fathers—Fathers were not in the clinic 
as much as the staff might have wished, 
since the hours conflicted with most of 
the fathers’ working hours. However, 
such paternal attendance as did occur 
convinced the clinic group of the de- 
sirability of arranging services to en- 
courage father participation. 

The clinic staff saw the father’s role 
as the stabilizing, nurturing head of the 
family.*° This view was supported by 
the fathers’ responses when the examina- 
tion of a child was conducted in the 
presence of both parents and with their 
collaboration. Time and again paternal 
cooperation proved a facilitating force 
in the growth of family strengths and 
unity. Conversely, in some situations in 
which fathers were unable to come to 
the clinic, well-meaning wives used the 
clinic as a threat to bring the husband 
to their way of thinking, thus converting 
the potentially unifying influence of the 
clinic into a source of family conflict. 


Siblings and other relatives—Addition- 


al pediatric values were inherent in the 
fact that in many instances the clinic 
served more than one child in the same 
family. There was not only a salutary 
carry-over from pregnancy to pregnancy 
and child to child, but also benefits de- 
rived from seeing brothers and sisters at 
the same time. For example, in helping 
a family simplify child-care practices, it 
was better to plan for the family as a 
whole than to drift into prescriptions of 
overelaborate attention to one child. In 
helping families whose children had be- 
havior problems and in which emotional 
interrelationships were strained, the fact 
of knowing the various members person- 
ally helped the pediatricians to custom-fit 
their counsel. 

The overall family approach included 
consideration of the influence of a num- 
ber of relatives—the babies’ grandpar- 


ents, aunts, and- uncles: Sometimes these- 


were members of the household, or neigh- 
bors. Often they lived far away, but en- 
tered the family scene in visits of mo- 
mentous influence. Clinic experiences 
indicated that the family’s relationships 
with these relatives were almost never 
neutral, and that whether they turned 
out to be of a strengthening or destruc- 
tive nature could be influenced consider- 
ably by the clinic. 


SHARED PERCEPTIONS 
In parent-focused pediatrics, the better 


Dexamy!*— through its mood-improving and 
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the pediatrician comprehends the parents 
the better work he can do. In this clinic, 
the pediatricians’ comprehension was fa- 
cilitated by getting fo know the parents 
during the prenatal period, by working 
with the whole family, and by knowing 
its members not only through pediatric 
contacts but through the selective percep- 
tions of various colleagues of other dis- 
ciplines. Case conferences provided the 
pediatricians with additional information 
on family progress from other workers 
and with an opportunity to convey their 
own findings to their other colleagues for 
use in further parental support. 

Analysis of clinic records reveals that 
individual staff members gained quite 
different impressions of the parents, and 
that the pooled impressions were often 
different from any of the single ones. 
The nature of the impressions seemed to 
be molded by the interpersonal relation- 
ships between the patients and the staff 
members and to be influenced and al- 
tered by numerous other factors: the 
staff members’ professional discipline; 
the sex of the worker; the personalities 
of workers and patients; and what and 
how much the workers and the patients 
had in common. 

The patients seemed to make their 
own distinctions in the kinds of material 
suitable for presentation to one worker 
or another. For example, they might talk 


freely with the social worker about fi- 
nancial hardship but not even mention 
the subject to another worker, or they 
might tell the pediatrician about their 
fear of a possible congenital anomaly 
without mentioning this fear to anyone 
else. The pooled perceptions gave the 
pediatricians many clues concerning sub- 
sequent developments in child care in 
specific families and as time went on im- 
pressed them with the inestimable value 
of such predictive “previews.” They 
found that they could start work with a 
newborn child already better acquainted 
with that child and his family than they 
could ordinarily hope to become within 
several months’ time in separate practice. 

Case analyses indicate that these shared 
prenatal observations gave the pediatri- 
cians from 6 to 40 pertinent clues per 
family. Families were identified who 
could best make use of a structured, 
highly scheduled type of infant care, as 
were families who were likely to do bet- 
ter on a more relaxed regime taking 
their cues from their child from day to 
day. 

In addition to these positive possibili- 
ties, the team’s shared insights provided 
danger signals varying from useful clues 
to impending minor pediatric predica- 
ments to warnings of potentially serious 
family strain to which a_ pediatrician 
might otherwise have unwittingly added. 


VALUES OF TEAMWORK 


Every staff participant in the clinic un- 
doubtedly benefited from the privilege of 
working with other professional dis- 
ciplines and with medical colleagues of 
various specialties, but the pediatricians 
seemed unusually favored. In the first 
place, pediatrics shares to a high degree 
the specific concerns of each of the dis- 
ciplines and specialties which were repre- 
sented on the team. Like the nutritionist, 
a pediatrician is characteristically con- 
cerned with feeding. In working on a 
team with a nutritionist, the pediatricians 
had an opportunity to increase their com- 
petence in advising on feeding practices. 
One happy aspect of this collaboration 
was the development of feeding prac- 
tices geared to stages of children’s mo- 
tor, social, and adaptive development. 

The teamwork between the pediatri- 
cians and the team’s nurses was estab- 
lished with relative ease because of their 
traditional pattern of working together. 
The effects of their relaxed attitudes 
were noticeable in conversations in which 
they examined their former practices 
with new viewpoints. 

Pediatric benefits from association with 
the social workers can best be likened to 
“depth perceptions.” Through the social 
workers’ explorations and understanding 
of the patients’ situations, the pediatri- 
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cians could better comprehend the place 
each child occupied within his family. 
Such comprehension is always a prere- 
quisite to pediatric diagnosis and plan- 
ning, but generally one which the pedia- 
trician has to manage to get as best he 
can through his own data gathering and 
insight. With the privilege of social- 
work collaboration, the pediatricians not 
only kad a wealth of data at their finger- 
tips but had benefits of the kind of per- 
ception and interpretation made possible 
by social-work training. 

As always, the representatives of each 
discipline saw a situation through the 
eyes of its own profession and pulled 
out data which might not have been vis- 
ible to or impressed an observer of a 
different orientation. This enabled fellow 
workers to view their own findings in a 
different light. 

For instance, in the course of maternal 
interviews the nutritionist often became 
aware of the mother’s attitudes toward 
her own diet—attitudes which frequently 
affect the way a mother feeds her child— 
and could let the pediatrician know and 
thus be able to reckon with influences 
which might distort specific infant-feed- 
ing practices. Thus, pediatricians were 
alerted when a mother known to have 
restricted her own diet to a monotonous 
range of foods seemed reluctant to intro- 


duce new foods, tastes, and textures to 
her baby. 

The pediatricians were continually im- 
pressed with the pediatric good that non- 
pediatric workers accomplished when these 
workers added a few pediatric insights 
to their own skills. For instance, in in- 
terpreting infants’ feeding behavior the 
nutritionist made wise use of an increas- 
ing understanding of child-development 
patterns. At the same time, the pediatri- 
cians recognized steady improvement in 
their own work as they gradually incor- 
porated new points of view and methods 
acquired unconsciously by working with 
colleagues of several disciplines. Their 
interviews with parents, for example, 
were considerably affected by an aware- 
ness, consistently stimulated by the men- 
tal-health consultant and the social work- 
ers, of the stresses the parents were 
experiencing. 

Staff members of the three medical 
specialties represented in the project— 
obstetrics, pediatrics, and psychiatry— 
found in working together that they 
could do their own tasks better because 
of something gleaned from their col- 
leagues’ contacts with the patient. As 
the project went on, each became aware 
that in addition to giving them the ad- 
vantages of being with other professions 
the clinic was providing them with an 


unusually pleasant form of postgraduate 
medical education. 

The values of the pediatricians’ work- 
ing with the obstetricians have been men- 
tioned in terms of the unification of the 
obstetric-pediatric continuum. Another 
type of unity also occurred. In a part- 
nership composed solely of obstetricians 
and pediatricians conspicuous differences 
between the two specialties might stand 
out. However, in this experiment, in 
which both groups worked with many 
other professions, they found themselves 
strongly allied by virtue of their shared 
common medical background. Time and 
again they interpreted and reinforced 
each other’s clinical roles to other mem- 
bers of the staff. The act of serving 
each other in this regard seemed to di- 
minish the differences in viewpoint be- 
tween these medical specialties. The same 
situation held true between these physi- 
cians and their other medical colleague, 
the mental-health consultant. 

The psychiatric consultant was _ thor- 
oughly versed in the chief attributes of 
normal family mental health, and so able 
to direct the team’s attention to the 
many healthy phenomena appearing from 
the prenatal period onward. While they 
were alert to signs of incipient trouble, 
their principal contribution was an 
awareness of signs of strength. In a re- 
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view of the cases one is struck by how 
astutely the psychiatrist identified 
strengths in the parents in the majority 
of cases and guided the rest of the staff 
in the judicious nurture of those 
strengths. 

Perhaps the major obstacle overcome 
in this multidisciplinary project was the 
gradual effacement of some of the stereo- 
types that representatives of the various 
disciplines have of one another. For ex- 
ample, the physicians had opportunity to 
see at first hand how social caseworkers 
use techniques of “ego support, clarifi- 
cation, and modification of environment,” 
as well as educational methods.® The so- 
cial workers, for their part, saw that 
pediatrics is not limited to advice on the 
mechanics of child care, but shares social 
work’s concern with the reinforcement 
of family capacities to cope with stress. 
All the disciplines became aware that 
each profession has ethical standards re- 
specting patients’ privacy. 

The consensus of the participants as 
the project ended was that the clinic’s 
advantages were greater than its prob- 
lems. The majority of the latter had to 
do with the development of methods re- 
quired by a multidisciplinary group learn- 
ing to work together and with whole 
families, and could largely be met by 
administrative provisions. 


PERTINENCE TO PUBLIC HEALTH 


A clinic of this sort might be a helpful 
adjunct to a public maternal and child- 
health program as an excellent service to 
a group of families, and as a means of 
raising standards of care in the rest of 
the program and perhaps elsewhere. Pos- 
sibilities would depend on how much the 
participants function elsewhere, and how 
much the project could be used for pre- 
service and inservice training. 

One of the most important features is 
the carryover of insights gained in the 
experience into the participants’ other 
functions, for the participants undergo 
personal and professional maturation 
which makes itself manifest in more ef- 
fective functioning wherever they are. 

As for carryover of method into an- 
other setting, this could be as little or as 
much as the other setting permitted. It 
could vary from a single improvement 
such as record linkage making the moth- 
ers’ prenatal and obstetrical records avail- 
able in the child-health work, up to a 
full-scale duplication of the clinic’s total 
approach. 
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Books received 


Books received for review during the 
period from March 5 to April 5, are list- 
ed below. Reviews will be published as 
space permits. 


CANCER. Diagnosis And Treatment. Edit- 
ed by John B. Field, M.D., Ph.D.; Assistant 
Clinical Professor of Medicine, University of 
Southern California School of Medicine, Los 
Angeles, California. Cloth. Pp. 796, with illus- 
trations. Price $18.50. Little, Brown & Com- 
pany, 34 Beacon Street, Boston 6, 1959. 


MODERN TRENDS IN DISEASES OF 
THE VERTEBRAL COLUMN. Edited by 
Reginald Nassim, B.M., F.R.C.P., Physician to 
St. George’s Hospital, Physician to the Royal 
National Orthopaedic Hospital, London; and 
H. Jackson Burrows, M.D., F.R.C.S., 
F.R.A.C.S., Orthopaedic Surgeon to St. Bar- 
tholomew’s Hospital, and to the Royal National 
Orthopaedic Hospital; Dean, Institute of Ortho- 
paedics, British Postgraduate Medical Federa- 
tion (University of London); Consulting Or- 
thopaedic Surgeon to the Royal Navy. Cloth. 
Pp. 303, with illustrations, Price $15.00. Paul 
B. Hoeber (Medical Book Department of Har- 
per & Brothers) 49 East 33rd Street, New 
York 16, 1959. 


THE TREATMENT OF DIABETES MEL- 
LITUS. By Elliott P. Joslin, A.M., M.D., 
Sc.D.; Physician, New England Deaconess 
Hospital; President, Diabetes Foundation, Inc.; 
Clinical Professor of Medicine Emeritus, Har- 
vard Medical School; Consulting Physician, 
Boston City Hospital; Howard F. Root, M.D., 
H.H.D.; Medical Director, Joslin Clinic; Phy- 
sician, New England Deaconess Hospital; Con- 
sultant, Massachusetts State Infirmary, and 
Middlesex County Sanatorium; Priscilla White, 
M.D., Sc.D.; Physician, New England Deacon- 
ess Hospital; Boston Lying-in Hospital; As- 
sistant Professor in Pediatrics, Tufts University 
Medical School; and Alexander Marble, A.M., 
M.D.; Physician, New England Deaconess Hos- 
pital; Assistant Clinical Professor of Medicine, 
Harvard Medical School; Senior Associate in 
Medicine, Peter Bent Brigham Hospital; Con- 
sultant in Internal Medicine, Veterans Admin- 
istration. Ed. 10. Cloth. Pp. 798, with illus- 
trations. Price $16.50. Lea & Febiger, Wash- 
ington Square, Philadelphia 6, 1959. 


READINGS IN PSYCHOANALYTIC PSY- 
CHOLOGY. Edited by Morton Levitt, Ph.D., 
Associate Professor of Psychiatry and Assist- 
ant Dean, Wayne State University College of 
Medicine, Detroit, Michigan. Cloth. Pp. 413, 
with illustrations. Price $8.50. Appleton-Cen- 
tury-Crofts, 35 West 32nd Street, New York 1, 
1959, 


SURGERY OF THE PROSTATE. By Hen- 
ry M. Weyrauch, M.D., F.A.C.S.; Clinical 
Professor of Surgery (Urology); Chief, Divi- 
sion of Urology, Stanford University School of 
Medicine. Cloth. Pp. 535, with illustrations. 
Price $15.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1959. 


THERAPEUTIC RADIOLOGY. Rationale, 
Technique, Results. By William T. Moss, M.D., 
Assistant Professor of Radiology, Northwestern 
University School of Medicine, Department of 
Radiology, Chicago, Illinois; Director, Depart- 
ment of Therapeutic Radiology, Chicago Wes- 
ley Memorial Hospital; Chief, Department of 
Therapeutic Radiology, Veterans Administra- 
tion Research Hospital, Chicago, Illinois. Cloth. 
Pp. 403, with illustrations. Price $12.50. The 
C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1959. 
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Dese: 1 Tbs. in % cup warm water '4 hr. a.c. and h.s. 

ease dose after second day. 
Supplied: Bottles of 10. fl. oz. 


For 


GERIATRIC CONSTIPATION 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER 


IS SAFE, SURE, GENTLE 


And, here’s convincing evidence. 


“This dietary malt extract regimen was 
tried clinically in 25 selected geriatric 
patients for the relief of drug induced 
constipation. The ages of the patients 
varied from 54 to 86 years. All were re- 
ceiving some form of drug therapy (hypo- 
tensive drugs, antispasmodics, antacids, 
insulin, bile salts, sedatives or narcotics), 
and all of them had been, taking laxa- 
tives (mineral oil, cathartics, bulking 
agents, or enemas) for chronic constipa- 
tion of approximately ten years’ dura- 
tion. Malt Soup Extract was prescribed 
routinely, together with the patient's 
medication. The dosage varied from 1 
tablespoonful three times daily to 2 table- 
spoonfuls twice a day. The consistency 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


of the stools became soft in all patients 
and, within one week, bowel evacuations 
were accomplished with ease. Most 
patients liked the taste of the product, 
and the majority of them reported a feel- 
ing of well-being,” 
says Dr. Harry L. Hootnick in the Journal 
of the American Geriatrics Society, Vol. 
IV, No. 10, Oct. 1956. 
Borcherdt’s Malt Soup Extract Powder 
(Maltsupex) mixes instantly with milk, 
coffee, juices or water. It is mild in flavor 
and because it’s a food supplement and 
not a drug it can be given with complete 
safety over a long period of time. (Dia- 
betics should allow for the carbohydrate 
content.) There are no side effects. 

Available in both powder and liquid 
form in 8 oz. and 16 oz. bottles. 


Borcherdt Company No. Chicago 12, lil. 


217 North Wolcott Avenue, 
Chicago 12, Illinois 
In Canada: Chemo Drug Co., 
Ltd., Toronto, Ont. 


Serving the Medical Profession 
SINCE 1868 


Borcherdt 


Gentlemen: Please send samples and literature | 
of your Malt Soup Extract (MALTSUPEX) | 
Powder 1) Liquid O 
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BREAST CANCER. Factors Modifying 
Prognosis. By A. J. Delario, M.D., Member of 
the International College of Radiology, the 
American College of Radiology, the American 
Board of Radiology, the Radiological Society 
of North America, the Radiological Society of 
New Jersey, and the Scientific Advisory Coun- 
cil of the New York Cancer Research Institute, 
New York City; Consultant Radiologist, St. 
Joseph Hospital, Paterson, New Jersey. Cloth. 
Pp. 208, with illustrations. Price $7.50. The 
Macmillan Company, 60 Fifth Avenue, New 
York 11, 1959. 


GEOGRAPHIC OPHTHALMOLOGY. Asia, 
Australia, and Africa. Edited by William John 
Holmes, M.D., Attending Ophthalmologist, St. 
Francis Hospital, Territorial Hospital, Hale 
Mohalu and Kalaupapa Settlement; Consulting 
Ophthalmologic Surgeon, Queen’s Hospital, 
Tripler Army Hospital; Formerly Professor of 
Ophthalmology, Christian Medical College, Vel- 
lore, India; Honorary Member, All-India Oph- 
thalmological Society, Australian Ophthalmol- 
ogical Society, New Zealand Ophthalmological 
Society, 38th Parallel Medical Society; Mem- 
ber, American Ophthalmological Society, Na- 
tional Committee for Research in Ophthalmol- 
ogy and Blindness, Ophthalmological Society of 
the United Kingdom, Société Francaise d’Oph- 
thalmologie, The Pan-American Association of 
Ophthalmology. Cloth. Pp. 293, with illustra- 
tions. Price $8.50. Charles C Thomas, Publish- 
er, 301-327 East Lawrence Avenue, Springfield, 
Illinois, 1959. 


KNOW YOUR DOCTOR. A Prescription 
for Happy Patient-Doctor Relations. By Paul 
E. Craig, M.D. Cloth. Pp. 179. Price $3.50. 
Exposition Press, 386 Fourth Avenue, New 
York 16, 1958. 


ATOMIC MEDICINE. Edited by Charles F. 
Behrens, M.D., F.A.C.R., Rear Admiral, MC, 
U.S. Navy, (ret.); Roentgenologist, Yater 
Clinic, Washington, D.C.; Consultant and Lec- 
turer in Radiology, U.S. Naval Medical Center, 
Bethesda, Maryland; Formerly: Director, 
Atomic Defense Division, Bureau of Medicine 
and Surgery, Navy Department; Commanding 
Officer, Navy Medical Research Institute, Na- 
tional Naval Medical Center, Bethesda, Mary- 
land. Ed. 3. Cloth. Pp. 705, with illustrations. 
Price $15.00. Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 
2, 1959. 


THE SCIENTIFIC REVOLUTION. Chal- 
lenge and Promise. Edited by Gerald W. El- 
bers and Paul Duncan. Published in coopera- 
tion with the President’s Committee on Scien- 
tists and Engineers. Cloth. Pp. 280. Price 
$6.00. Public Affairs Press, Washington 25, 
D.C., 1959. 


ORTHOPAEDICS IN GENERAL PRAC- 
TICE. Is it Rheumatism Doctor? By W. H. 
Gervis, M.A., , B.Ch., Cantab., F.R.C.S.; 
Orthopaedic Surgeon, West Kent Hospital, 
Maidstone; Kent and Sussex Hospital, Tun- 
bridge Wells; Queen Victoria Hospital, East 
Grinstead. Cloth. Pp. 120, with illustrations. 
Price $3.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, 
Illinois, 1958. 


EXPERIMENTATION IN MAN. By Henry 
K. Beecher, M.D., The Anesthesia Laboratory 
of the Harvard Medical School, Massachusetts 
General Hospital. Paper. Pp. 80. Price $3.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


HEY GROVES’ SYNOPSIS OF SURGERY, 
Edited by Sir Cecil Wakeley, BT., K.B.E,, 
CB., LL.D: MCh. F.RC.S., 
F.A. Cc. s., F. R.A.C, S.; Past President of the 
Royal College of Surgeons of England; Fellow 
of King’s College, London; Consulting Surgeon 
to King’s College Hospital and Belgrave Hospi. 
tal for Children; Senior Surgeon, Royal Masonic 
Hospital ; Consulting Surgeon to the Royal 
Navy; Examiner in Surgery to the University 
of Liverpool; Formerly Examiner in Surgery 
to the Universities of Bristol, Cambridge, Dur. 
ham, Glasgow, London, and Sheffield; and to 
the National Universities of Ireland and Wales, 
Ed. 15. Cloth. Pp. 650, with illustrations, 
Price $8.50. The Williams and Wilkins Com. 
pany, Mount Royal and Guilford Avenues, 
Baltimore 2, 1958. 


INSTRUMENTATION IN ANESTHESI. 
OLOGY. By William H. L. Dornette, M.D., 
Professor of Anesthesiology and Head of the 
Department, The University of Tennessee Col- 
lege of Medicine, Memphis, Tennessee; Anes- 
thesiologist-in-Chief, The John Gaston Hospital; 
and Verne L. Brechner, M.D., Assistant Pro- 
fessor of Anesthesiology, The University of 
California School of Medicine, Los Angeles, 
California. Cloth. Pp. 242, with illustrations, 
Price $8.00. Lea and Febiger, Washington 
Square, Philadelphia 6, 1959. 


DISEASES OF METABOLISM. Detailed 
Methods of Diagnosis and Treatment. Edited 
by Garfield G. Duncan, M.D., Professor of 
Medicine, University of Pennsylvania; Director 
of Medical Divisions, Pennsylvania Hospital 
and The Benjamin Franklin Clinic. Ed. 4, 
Cloth. Pp. 1104, with illustrations. Price $18.50. 
W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1959. 
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Patients with angina pectoris need BOTH types of pro- 
tection afforded by Pentoxylon...prolonged coronary 
vasodilatation AND relief from anxiety. Fear of the next 
attack is replaced by pulse-slowing, calming action. 


Dosage: 1 to 2 tablets q.i.d. before meals and on retiring. 


Tetranitrate (PETN) 


Journa A.O.A. 


To Insure Prompt, 
Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
SUDD psitory form — insures 


le bowel 


Works er by contact — 
by systemie ption. 


ts on the large boWGRE 


s equally effective whethe 
ministered orally or by sup- 


pository. 

Dosage: Tablets—1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or % hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative Geigy 


Ardsley, New York 
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Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


SUPPRETTES 


#I15A #I16A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | 
Nonirritant 


Ready Dispersal 
No Leakback 


our 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 


® NARCOTIC ORDER REQUIRED 
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SURGICAL PATHOLOGY. By Lauren V. 
Ackerman, M.D., Professor of Surgical Pathol- 
ogy and Pathology, Washington University 
School of Medicine, St. Louis, Missouri; Sur- 
gical Pathologist, Barnes Hospital and Affiliated 
Hospitals, St. Louis, Missouri; Consultant to 
the Armed Forces Institute of Pathology, in 
collaboration with Harvey R. Butcher, Jr., 
M.D., Associate Professor of Surgery, Wash- 
ington University School of Medicine, St. 
Louis, Missouri. Ed. 2. Cloth. Pp. 1096, with 
illustrations. Price $15.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1959. 


TEXTBOOK OF SURGERY. Edited by H. 
Fred Moseley, M.A., D.M., M.Ch.(Oxon), F.A. 
C.S., F.R.C.S.(Eng.), F.R.C.S.(C), Assistant 
Professor of Surgery, McGill University; As- 
sociate Surgeon, Royal Victoria Hospital, Mon- 
treal, Canada. Ed. 3. Cloth. Pp. 1336, with 
illustrations. Price $17.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1959. 


THE PSYCHIATRIC AIDE. A Textbook 
of Patient Care. By Alice M. Robinson, R.N., 
M.S., Director of Nursing Education, Vermont 
State Hospital. Ed. 2. Cloth. Pp. 200, with 
illustrations. Price $3.50. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1959, 


EYE, EAR, NOSE, AND THROAT MAN- 
UAL FOR NURSES. By Roy H. Parkinson, 
M.D., F.A.C.S.; Formerly Head Oculist and 
Aurist to St. Joseph’s Hospital, San Francisco, 
California. Ed. 8. Cloth. Pp. 237, with illus- 
trations. Price $3.85. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, 
1959. 


HEREDITY COUNSELING. A Symposium 
sponsored by the American Eugenics Society 
and held at the New York Academy of Medi- 
cine Building. Edited by Helen G. Hammons, 
Managing Editor, Eugenics Quarterly. Cloth. 
Pp. 112. Price $4.00. Paul B. Hoeber, 49 East 
33rd Street, New York 16, 1959. 


INTRA VASCULAR CATHETERIZA- 
TION. Compiled and edited by Henry A. Zim- 
merman, M.D., B.S., Chief of the Cardiovascu- 
lar Section, Division of Medicine, Director of 
the Marie L. Coakley Cardiovascular Labora- 
tory, St. Vincent Charity Hospital, Cleveland, 
Ohio; Diplomate, American Board of Internal 
Medicine; Fellow, American College of Cardiol- 
ogy; Fellow, American College of Chest Physi- 
cians; Fellow, American College of Physicians, 
American Federation for Clinical Research; 
Fellow, American College of Angiology. Cloth. 
Pp. 782, with illustrations. $16.75. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1959. 


GYNECOLOGY ENDOCRINOLOGY. By 
Gardner M. Riley, Ph.D., Associate Professor 
of Obstetrics and Gynecology, University of 
Michigan Medical School; Director, Reuben 
Peterson Memorial Research Laboratory, Uni- 
versity Hospital, Ann Arbor. Cloth. Pp. 330, 
with illustrations. $8.50. Paul B. Hoeber, 
(Medical Book Department of Harper & Broth- 
ers), 49 E. 33rd Street, New York 16, 1959. 


TUBERCULOSIS AND OTHER COMMU- 
NICABLE DISEASES. By J. Arthur Myers, 
M.D., Professor of Internal Medicine and Pub- 
lic Health; Medical, Public Health and Grad- 
uate Schools, University of Minnesota. Cloth. 
Pp. 499, with illustrations. $14.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


RE-EDUCATION OF THE INJURED 
SHOULDER. By R. Barrie Brookes, F.C.S.P., 
Rehabilitation Officer, Birmingham Accident 
Hospital; Holder of the W.E. Diploma of the 
Association of Occupational Therapists. Cloth. 
Pp. 114, with illustrations. $3.50. E. & S. 
Livingstone, London. The Williams & Wilkins 
Company, exclusive U.S. agents, Mount Royal 
and Guilford Avenues, Baltimore 2, 1959. 
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In handy granular or tablet form, providing 

several times daily iodine requirement. 
Try itt 


INQUIRE REGARDING 
PROFESSIONAL DISCOUNTS. “ARR 


/ At Leading Health Food. Stores a 
PHILIP PARK, INC. 


Ideal Folding Table 


For Home and Office 


Height 271%” Length 69” 
Weight 32 Ibs. Width 22” 


Price $42.50 


(Paratex and felt) 2” Paratex padding 
$12.50 additional 


American Osteopathic Assn. 


212 E. Ohio St., Chicago 11, Illinois 


Journac A.O.A. 


Bulk Laxative) | 


when beauty aids lead to dermatoses... 


© provides prompt relief of allergic distress 
B | | \ \ |) R | Indermatoses resulting from sensitivity to cos- 
metic ingredients, BENADRYL provides effec- 


ANTIHISTAMINIC-ANTISPASMODIC __ tive control until the causative irritant car 
be identified and eliminated. Its potent antiallergic action gives prompt and prolonged relief from 
itching and whealing, successfully breaking the vicious itch-scratch-infection cycle. 

BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available in a variety 
of forms—including Kapseals,® 50 mg. each; Kapseals 50 mg., with ephedrine sulfate, 25 mg.; 
Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and for parenteral therapy, Steri-Vials,® 10 mg. 
per cc.; and Ampoules, 50 mg. per cc. For delayed action, BENADRYL Hydrochloride Emplets,® 


50 mg. each. 
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CAMBRIDGE 


CARDIAC DIAGNOSTIC INSTRUMENTS 


ASSURE THE DOCTOR OF 


Potvorasly Accepted Records, Fundamental Accuracy. 
Lifetime De 


pendability, Minimum Maintenance Expense. 


“VERSA-SCRIBE" The Versatile 
Electrocardiograph 
A completely new portable instrument 
with performance and versatility not of- 
fered by any other direct-writing electro- 
Size weight 
0 Ibs. 


Multi-Channel Recorders 

For physiological research, cardiac catheteri- 
zation and routine electrocardiography. When 
used with pertinent transducers, these new 
Recorders provide simultaneous indication 
and recording of EKGs, EEGs, stethograms 
and other physiological phenomena. Avail- 
able in Photographic Recording and Direct 
Writing Models. 


“Simpli-Trol" Portable Model 
Electrocardiograph 
A string galvanometer instrument, meas- 
uring 8” x 19” x 10” and weighing 30 Ibs. 
May be arranged for heart sound and 
pulse recording. 


Operating Room Cardioscope 


Provides continuous observation of the 
Electrocardiogram, electroencephalogram 
and heart-rate during surgery. Warns of 
approaching cardiac stand-still. Explosion- 
proof. This cardioscope is a “must” for 
the modern Operating Room. 


“Simpli-Scribe" Direct Writer 
Electrocardiograph 
Provides the Cardiologist, Clinic or Hos- 
pital with a portable direct writing Elec- 
trocardiograph of utmost usefulness and 
accuracy. Size 103%” x 10%” x 11”; weight 
28 pounds, complete with all accessories. 


Audio-Visual Heat Sound Recorder 
Enables simultaneous hearing, seeing and 
recording heart sounds. Recording may 
be made on magnetic discs for play-back 
and viewing at any time. 


Pulmonary Function Tester 
A completely integrated, easy-to-use in- 
strument for the determination of such 
functions as Functional Residual Capac- 
ity, Tidal Volume, Vital Capacity, Total 
Lung Capacity, Total Breathing Capacity, 
Basal Metabolic Rate, etc. 


CAMBRIDGE ALSO MAKES EDUCATIONAL 
CARDIOSCOPES, PLETHYSMOGRAPHS, 
ELECTROKYMOGRAPHS, RESEARCH pH 
METERS and instruments for measuring radio- 
active emission. 


Send for Descriptive Literature 


CAMBRIDGE INSTRUMENT CO., INC. 
3732 Grand Central Terminal, New York, N. Y. 


Cleveland |!, Ohio—13000 Triskett Road 

Detroit 2, Mich.—7410 Woodward Avenue 

Oak Park, I11.—6605 West North Avenue 
Jenkintown, Pa.—479 Old York Road 
Silver Spring, Md.—933 Gist Avenue 


PIONEER MANUFACTURERS OF THE ELECTROCARDIOGRAPH 
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Changes of address and 


new locations 


Abraham, Henry L., KC ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Abretske, John L., from Willow Run, Mich., to 33611 Warren, 
Wayne, Mich. 

Allen, Ethan R., from 13425 S. Antonio Drive, to 13939 S, 
San Antonio Drive, Norwalk, Calif. 

Atkins, Anita H., from Philadelphia, Pa., to 113 Bryn Mawr 
Ave., Bala-Cynwyd, Pa. 

Axelrod, Norman M., from Detroit, Mich., to 211 Highland 
Ave., Highland Park 3, Mich. 


Badger, William H., from 1208 Calumet, to 815 W. Gray Ave., 
Houston 19, Texas 

Barbour, Arthur A., Jr., from Downey, Calif., to 13939 S. San 
Antonio Drive, Norwalk, Calif. 

Barrette, Roger A., from Grand Rapids, Mich., to 310 W. Main 
St., Vermontville, Mich. 

Bears, Don Wellington, from 122 E. Jackson St., to 309 S, 
Jefferson St., Mexico, Mo. 

Beck, Merritt M., from Leadwood, Mo., to Bismarck, Mo. 

Belsky, Daniel H., from 6227 Jefferson St., to 2584 W. Bal- 
wynne Park Road, Philadelphia 31, Pa. 

Betzner, H. L., from 3920 Gaston Ave., to 5922 Velasco St. 
Dallas 6, Texas 

Bishop, Peter J., CCO ’58; Forest Hill Hospital, 924 E. 152nd 
St., Cleveland 10, Ohio 

Blaha, Robert J., CCO ’58; Forest Hill Hospital, 924 E. 152nd 
St., Cleveland 10, Ohio 

Blumenson, Walter, from 200 E. 18th St., to 1128 Foster Ave., 
Brooklyn 30, N. Y. 

Bornstein, Jerome L., COPS ’57; 6111 Lexington Ave., Los 
Angeles 38, Calif. 

Brand, Burton, from 21418 S. Norwalk Blvd., to 21508 S. Nor- 
walk Blvd., Artesia, Calif. 

Briski, Robert J., CCO ’58; 17431 Omira, Detroit 3, Mich. 

Brown, Darrell Dean, from 603 E. 12th St., to 1342 Cleveland 
Ave., Des Moines 16, Iowa 

Brown, Gary David, PCO ’58; Metropolitan Hospital, 300 
Spruce St., Philadelphia 6, Pa. 

Butz, Robert E., PCO ’58; Grandview Osteopathic Hospital, 
405 Grand Ave., Dayton 5, Ohio 


Cahill, John Joseph, Jr., from 4004 N. Seventh St., to Phoenix 
General Hospital, 1950 W. Indian School Road, Phoenix 
42, Ariz. 

Callton, Samuel, CCO ’58; 14010 Ludlow Ave., Oak Park 37, 
Mich. 

Campbell, Deweese Y., KC ’58; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Carlucci, Joseph S., COPS ’57; Los Angeles County Osteo- 
pathic Hospital, 1100 N. Mission Road, Los Angeles 33, 
Calif. 

Catherwood, William W., Jr., from Laguna Beach, Calif., to 
305 Sycamore Circle, Palm Springs, Calif. 

Chaby, Beryl J., DMS ’58; 22411 Fairlawns Circle, Fairview 
Park 26, Ohio 

Chaplin, Richard G., KCOS ’58; Lansing General Hospital, 619 
Townsend St., Lansing 15, Mich. 

Charland, Paul V., COPS ’57; Rocklin Medical Center, Box 
658, Rocklin, Calif. 

Cinelli, Francis J., PCO ’58; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Cohen, Murray H., PCO ’58; Metropolitan Hospital, 300 Spruce 
St., Philadelphia 6, Pa. 

Conn, Bernard L., from 16934 W. McNichols Road, to 6259 W. 
Fort St., Detroit 9, Mich. 

Cornwell, Robert R., DMS ’58; 4533 Columbus, Wayne, Mich. 

Corpolongo, Arthur D., from 5351A Devonshire Ave., to 4401 
S. Spring Ave., St. Louis 16, Mo. 
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Croushore, Paul D., from 5 Victor Ave., to 1217 Salem Ave., 
Dayton 6, Ohio 

Cuellari, Frank, KC ’58; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 


Davis, Ralph W., Jr., from Audubon, N. J., to 409 S. Federal 
Highway, Hollywood, Fla. 

DeBard, Richard M., from 51 N. Main St., to 224 Linden 
Drive, Centerville, Ohio 

Ding, Alice A., KC ’58; Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 

Dixon, Ray C., KC ’58; Glendale Community Hospital, 800 S. 
Adams St., Glendale 5, Calif. 

Dono, Francis V., DMS ’58; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Dubin, H. Mayer, from Los Angeles, Calif., to Rio Hondo Me- 
morial Hospital, 8300 Telegraph Road, Downey, Calif. 

Dubrin, Stanley, from 6815 Whiteoak Ave., to Whiteoak Medi- 
cal Group, 18614 Sherman Way, Reseda, Calif. 

Dyer, Geraldine Ysobel, COPS ’57; Los Angeles County Osteo- 
pathic Hospital, 1100 N. Mission Road, Los Angeles 33. 


Elston, William L., from Dayton, Ohio, to 1565 Woodland 
Ave., N. E., Warren, Ohio 

English, Wayne R., Jr., PCO ’58; Massachusetts Osteopathic 
Hospital, 222 S. Huntington Ave., Jamaica Plain, Boston 
30, Mass. 


Farrar, J. Marvin, from Mattoon, IIl., to 635 Catalonia Ave., 
Coral Gables 34, Fla. 

Furness, Hugh C., DMS ’58; Davenport Osteopathic Hospital, 
326 E. 29th St., Davenport, Iowa 


Gallagher, Jack V., KC ’58; Brentwood Hospital, 4110 War- 
rensville Center Road, Warrensville Heights, Ohio 

Gaul, John W., from Opa Locka, Fla., to Wilden Osteopathic 
Hospital, E. 14th & Capitol Aves., Des Moines 16, Iowa 

Geiger, John W., from 25 E. 12th St, to 514 Wirthman Bldg., 
Kansas City 9, Mo. 

Gerber, Rudolph W., from Box 135, to 2428 Paso Robles St., 
Oceano, Calif. 

Giddens, Richard, KCOS ’58; Bay Osteopathic Hospital, 300 
Mulholland St., Bay City, Mich. 

Glickfeld, Myron L., KC ’58; 200 N. E. 162nd St., North 
Miami Beach, Fla. 

Godorov, Joseph J., PCO ’58; 29311%4 Northview Blvd., Youngs- 
town 5, Ohio 

Godshall, Carl G., PCO ’58; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Gordon, Garry Frederic, CCO ’58; 11410 S. Avalon Blvd., Los 
Angeles 61, Calif. 

Grigg, W. B., CCO ’58; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Groner, Lloyd J., from Allentown, Pa., to 1841 Nocturne St., 
N. E., Warren, Ohio 


Hanshew, Earl E., from 1548 Tenth Ave., to 927 16th St., 
Greeley, Colo. 

Haynosch, Charles J.. PCO ’58; Brentwood Hospital, 4110 
Warrensville Center Road, Warrensville Heights, Ohio 
Hoversten, Lester, from Glendale, Calif., to 646 W. San Ber- 

nardino Road, Covina, Calif. 


James, Edward E., PCO ’58; Cafaro Memorial Hospital, 
Broadway & Florencedale Ave., Youngstown 4, Ohio 
Johnston, Sturgis E., from Belleville, Mich., to 1550 Gattegno, 

Ypsilanti, Mich. 


Kabel, Sander E., PCO ’58; Cafaro Memoria Hospital, Broad- 
way & Florencedale Ave., Youngstown 4, Ohio 

Kaufman, Samuel W., DMS ’57; Euclid Ave. at Seventh St., 
Upland, Calif. 

Keller, Alex J., from Mount Pleasant, Texas, to De Kalb 
Clinic-Hospital, De Kalb, Texas 

Kilonsky, Francis A., PCO ’58; Green Cross General Hospital, 
1900 23rd St., Cuyahoga Falls, Ohio 

Knox, John C., Jr., KCOS ’58; Dallas Osteopathic Hospital, 
5003 Ross Ave., Dallas 6, Texas 
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Lippincott Books 


THE MOUTH: Its Clinical Appraisal 
By A. B. Riffle, D.D.S. 


A new and comprehensive coverage of all aspects of oral 
examination which bridges the gap between medicine and 
dentistry. Includes discussions of stomatitis, pigmenta- 
tion, anesthesia, drugs, diet, nutrition, teeth and remote 
derangements, orthodontics, and potentially grave criteria. 
About 120 Pages. 22 Figures. Ready Soon. $3.50. 


PRACTICAL LEADS TO PUZZLING DIAGNOSES 
Neuroses That Run Through Families 
By Walter C. Alvarez, M.D., D.Sc. 


A famous physician draws on his 50 years of practice (25 
with the Mayo Clinic) to outline a time-saving diag- 
nostic regimen. With this guidance the oe ae will find 
— re cases marvelously simplified. 490 Pages. 


ELECTROCARDIOGRAPHY 
By Michael Bernreiter, M.D. 


A non-technical presentation of all essential information 
for the use and interpretation of electrocardiograms in 
everyday practice. Presents only those principles of 
physics necessary to a clear understanding of the elec- 
trical phenomena involved. 134 Pages. 92 Illustrations. 
1958. $5.00. 


ILLUSTRATED PREOPERATIVE AND 
POSTOPERATIVE CARE 
By Philip Thorek, M.D., F.A.C.S., F.I.C.S. 


A practical (rather than theoretical) presentation of the 
most important aspects of modern pre- and postoperative 
care. Included are: Evaluation, Parenteral Fluids, Acid- 
osis and Alkalosis, Parotitis, 
Phlebothrombosis and Thrombop! iebitis, hock, 91 Pages. 
60 Illustrations. 1958. $5.00. 


FLUID AND ELECTROLYTES IN PRACTICE 
By Harry Statland, M.D. 


Unquestionably the most modern, complete and easily 
understood text on the subject, this book makes a com- 
plex subject clear to all, no matter how far removed 
they are from their studies of the basic sciences. Em- 
phasizes practical application in daily A ee 229 Pages. 
31 Illustrations. 2nd Edition, 1957. 00. 


New text teaches anatomy with half the number of 
words and twice the number of illustrations .. . 
ANATOMY OF THE HUMAN BODY 

By Lockhart, 

Hamilton and Fyfe, 697 Pages, 965 Illustrations, 
600 in Color. NEW, 1959. $13.50 


J. B. Lippincott Company 
East Washington Square, Philadelphia 5, Pa. 


Please enter my order and send me: 


(1 PRACTICAL LEADS TO PUZZLING 
ELEGTROGARDIOGRAPHY ............... $ 5.00 
(CO ILLUSTRATED PREOPERATIVE AND 
POSTOPERATIVE CARE ................. $ 5.00 
(CO FLUID AND ELECTROLYTES IN PRACTICE.$ 6.00 — 
(0 ANATOMY OF THE HUMAN BODY........ $13.50 
Name Charge 


Convenient Monthly Payments [) 


JAOA-5-59 


id 
| 
ital, 
ren, 
| 
| 
and 
an 
j 
| 
| 
nd — 
| 
r- 
| 
d 
0 | 
| 
| 
| 
x | 
x | 
| 
| 
if 
| 
| 
| 
i 
_ 


Fischer Offers Today’s Greatest 
Values in X-Ray, Fluoroscopic, Ul- 
trasonic, Short Wave Diathermy and 
Low Voltage Equipment 


Investigate H. G. Fischer 
& Co. products before 
you invest. Dollar for Dol- 
lar they are the Greatest 
Values in the industry— 
Unsurpassed in HIGH 
QUALITY of material, 
workmanship, and per- 
formance. 


“Multi-Service” Full- 


Established in 1910, the 
Company now has a list 
of well over 100,000 satis- 
fied users. 


“Spacesaver’ X-Ray 
Unit and Examining 
Table—200, 100, 75, 50, 
or 30 Ma. 


Check items of interest in 
the coupon below and 
mail it to us. Descriptive 
and illustrated literature 
will come to you prompt- 
ly. You will not be obli- 
gated in any way. 


Fluorsocope 


Generator 
F.C.C. Approved 


» G FISCHER & co Franklin Park, Illinois 
Us (suburb of Chicago) 
Established 1910 
Manutacturer of X-Ray, Physical Medicine and Rehabilitation Equipment 
5H. G. FISCHER & co., 9451-91 W. Belmont Ave., Franklin Park, Ill. 

= Please send, without obligation, full information on:.................++. 
“MULTI SERVICE" Radiographic-Fluoroscopic Unit, 100, 200 or 300 M.A. 
= CO FISCHER "'Spacesaver" Radiographic-Fluoroscopic Unit and Examining 
Table [) 30 MA, [J 75 MA, [ 100 MA, [ 200 MA. 
C] Ultrasonic Generator, FCC Type Approved. 
(— FISCHER Short Wave Diathermy Units. FCC Approved. 
C FREE Simplified X-Ray Manual. CO Low Voltage Generators. 
C FREE Ultrasonic Therapy Manual. C0 Low Voltage Manual. 
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Kuehn, Herman P., PCO ’57; Flint Osteopathic Hospital, Inc, 
416 W. Fourth Ave., Flint 3, Mich. 


Lane, Donald J., CCO ’58; Parkview Hospital, 1920 Parkwood 
Ave., Toledo 2, Ohio 

Lange, Kenneth D., from 1607B Annex Ave., to Dallas Osteo- 
pathic Hospital, 5003 Ross Ave., Dallas 6, Texas 

LaRiccia, Louis A., DMS ’58; Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

Lee, Robert Quon, from Reedley, Calif., to 407 E. Maude Ave, 
Sunnyvale, Calif. 

Leonard, Willard W., from 436 W. Main St., to 334 E. Main 
St., Barrington, 

Lind, L. R., from Bellaire, Texas, to 928 Brook Valley Lane, 
Dallas 32, Texas 

Lobb, J. K., from 1121 Main St., Box 356, to 1607 South St., 
Box 354, Lexington, Mo. 

Luca, Leo Joseph, PCO ’58; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 


MacDonald, Ernest R., from 342 N. Charles St., to 309 Meyer- 
hoff Bldg., Baltimore 1, Md. 

MacDonald, W. A., from MacDonald Clinic, to Box 489, New- 
kirk, Okla. 

Manley, Victor, from Brattleboro, Vt., 
couver, Wash. 

Markert, Walter W., from 808 E. Las Olas Blvd., 
N. E. Fifth Court, Fort Lauderdale, Fla. 

Marsh, Ian A., KCOS ’58; South Bend Osteopathic Hospital, 
2515 E. Jefferson Blvd., South Bend 15, Ind. 

Martin, Charles G., from Portland, Maine, to 384 15th St., N 
St. Petersburg 5, Fla. 

Martin, Edward J., from 1321 E. Harding Way, to 1517 N. 
Sierra Nevada St., Stockton 5, Calif. 

Martin, William L., from Excelsior Springs, Mo., to Box 194, 
Jonesburg, Mo. 

McDowell, Henry L., from 13425 S. San Antonio Drive, to 
13939 S. San Antonio Drive, Norwalk, Calif. 

Meminger, W. C., from 211 W. Eighth St., to 320 W. Eighth 
St., Erie, Pa. 

Merwin, Ralph Crim, KCOS ’58; Carson City Hospital, Carson 
City, Mich. 

Mihalevich, Richard A., from Farmington, Mo., 
Mo. 

Miller, Royal, PCO ’58; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Miller, William F., from 13425 S. San Antonio Drive, to 13939 
S. San Antonio Drive, Norwalk, Calif. 


to Ford Bldg., Van- 
to 1412 


to Shelbina, 


Monteleone, Luigi, COPS ’57; 8401 California Ave., South 
Gate, Calif. 
Newell, Norman J., from Cape Girardeau, Mo., to 5835 S. 


Pennsylvania Ave., Oklahoma City 19, Okla. 

Newland, Chester G., from Buffalo, Okla., to Apache Junction, 
Ariz. 

Norville, Richard A., COPS ’57; 5500 Duarte St., Los Angeles 
58, Calif. 


Omer, Richard L., from 1548 Tenth Ave, to 927 16th St. 


Greeley, Colo. 


Pavloff, Louis S., KCOS ’58; Riverside Osteopathic Hospital, 
165 George St., Trenton, Mich. 

Pearson, Robert William, from Merchantville, N. s to 304 N. 
Black Horse Pike, Runnemede, N. J. 

Perlow, Milton, COPS ’57; 1933 Boca Ave., Los Angeles 32, 
Calif. 

Plansoen, Cornelius L., from Mansfield, Pa., to R. D., Me- 
hoopany, Pa. 

Platt, John T., from Canoga Park, Calif., 
Blvd., Los Angeles 4, Calif. 

Press, Howard, COPS ’57; 2900 Club Drive, Los Angeles 64, 
Calif. 

Price, Everette L., from 7711 Hopi Road, to 11338 Stanton 
Ave., Anaheim, Calif. 

Pyne, Louis G., from 34318 U S 101, to 34000 Highway 101, 
Capistrano Beach, Calif. 


to 3919 Beverly 
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Quarters, Jack E., from Saginaw, Mich., to 1438 Schust Road, 
Carrollton, Mich. 


Raymond, John E., Jr., CCO ’58; Grandview Hospital, 405 
Grand Ave., Dayton 5, Ohio 

Reese, Patrick F., from Los Angeles, Calif., to 9851 Harle 
Ave., Anaheim, Calif. 

Reier, Milton, from 10812 S. Broadway, to 1027 W. 102nd St., 
Los Angeles 44, Calif. 

Ringold, Gerald I, PCO ’58; 2126 Locust St., Philadelphia 3. 

Roderick, Gerald J. KC ’58; Osteopathic Hospital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo. 

Rollins, Fred R. L, KCOS 58; Muskegon Osteopathic Hospi- 
tal, Third & Webster St., Muskegon, Mich. 

Rowan, Sandford J., from 480 Fifth St., to 219 Security First 
Natl. Bank Bldg., San Bernardino, Calif. 

Rubenstein, Harry N., from San Fernando, Calif., to 16435 
Mayall St., Granada Hills, Calif. 


Scharmach, Frank L., CCO ’57; 210 Libby St., Pinconning, 
Mich. 

Schilling, Gerard J., KC ’58; Brentwood Hospital, 4110 War- 
rensville Center Road, Warrensville Heights, Ohio 

Schoon, N. Lewis, from Detroit, Mich., to Riverside Osteo- 
pathic Hospital, 165 George St., Trenton, Mich. 

Schrimpf, Charles F., CCO ’58; 72 E. Burton Ave., Dayton 5, 
Ohio 

Schuck, John A., from 1225 N. Mission Road, to Los Angeles 
County Osteopathic Hospital, 1100 N. Mission Road, Los 
Angeles 33, Calif. 

Schultz, Lavertia L., from 122 Second Ave., to 221 N. Moun- 
tain View Drive, Chula Vista, Calif. 

Schury, Arno B., from Saginaw, Mich., to 1438 Schust Road, 
Carrollton, Mich. 

Sellaro, Salvatore F., from Erie, Pa., to 111 S. Baltimore St., 
Kirksville, Mo. 

Shankwiler, Reed A., KC ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Sheremeta, Zoni, from Albany, N. Y., to 504 Eighth Ave., Wa- 
tervliet, N. Y. 

Sikorski, Gerald W., KCOS ’58; Lansing General Hospital, 
619 Townsend St., Lansing 15, Mich. 

Simon, Arthur, from Houston, Texas, to Des Moines General 
Hospital, 603 E. 12th St., Des Moines 16, Iowa 

Smith, Crews Z., from Moore, Okla., to 4 W. Ranchwood 
Drive, Oklahoma City 9, Okla. : 

Smith, James J., KC ’57; 2620 Greenwood Ave., Sacramento 
21, Calif. 

John W., from Lemoyne, Pa., to 2 Drive, 
Camp Hill, Pa. 

Steady, Kenneth R., from 539 N. Mills St., to 795 N. Orange 
Ave., Orlando, Fla. 

Stella, Joseph G., from 1516 E. Las Olas Blvd., to 12 N. E. 
12th Ave., Fort Lauderdale, Fla. 

Stevens, Charles S., COPS ’57; 314 Rochester St., Costa Mesa, 
Calif. 

Stewart, Harriette M., from Dallas, Texas, to Box 595, Grand 
Prairie, Texas 

Stewart, J. Natcher, from Dallas, Texas, to Box 595, Grand 
Prairie, Texas 

Stuart, Herbert R., from Detroit, Mich., to Grand Rapids Os- 
teopathic Hospital, 1919 Boston St., S. E., Grand Rapids 6, 
Mich. 

Swart, William M., from 4004 N. Seventh St., to Phoenix 
General Hospital, 1950 W. Indian School Road, Phoenix 
42, Ariz. 


Talerico, Henry G., CCO ’58; Saginaw Osteopathic Hospital, 
515 N. Michigan Ave., Saginaw, Mich. 

Taylor, Roosevelt, DMS ’58; 725 Mason St., Flint 3, Mich. 

Thompson, Ted B., from De Kalb, Texas, to 4340 Tarrant 
Road, Fort Worth 5, Texas 

Trendle, Raymond F., from 13425 S. San Antonio Drive, to 
13939 S. San Antonio Drive, Norwalk, Calif. 

Tucker, Duane H., from 1060 N. W. 79th St., to 14508 N. W. 
Seventh Ave., Miami 68, Fla. 
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Acne 


Routine cleansing with pHisoHex augments 
standard acne therapy. “No patient failed to 
improve.”! pHisoHex helps check the infec- 
tion factor in acne. Used exclusively and fre- 
quently, it will keep the skin surface virtually 
sterile. Contains 3 per cent hexachlorophene. 


(antibacterial detergent, nonalkatine, nonirritating, hypoallergenic} 


tips the balance for superior results 
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Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in 
dozens of ways, but “‘natural’’ comes clos- 
est to the kind of sound, refreshing sleep 
your patients will enjoy when you pre- 
scribe new NOLUDAR 300. Unsurpassed 
Safety... prompt action...6 to 8 hours of 
undisturbed rest . . . and a cheerful awak- 
ening without barbiturate ‘‘hangover’’— 
such is the quality of sleep with NOLUDAR. 


Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 
NOLUDAR®—brand of methyprylon 

3 ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Verleni, Thomas, KCOS ’58; Garden City-Ridgewood Hospi- 
tals, 30548 Ford Road, Garden City, Mich. 


Weast, William Sterling, from 4004 N. Seventh St., to Phoenix 
General Hospital, 1950 W. Indian School Road, Phoenix 
42, Ariz. 

Webber, Joe Bill, KCOS ’58; Kirksville Osteopathic Hospital, 
800 W. Jefferson St. Kirksville, Mo. 

Wedgle, Martin, DMS 58; Pontiac Osteopathic Hospital, 50 N, 
Perry St., Pontiac, Mich. 

Weiner, Seymour S., from Detroit, Mich., to 29148 N. Campbell 
Road, Madison Heights, Mich. 

Weiss, Bernard W., from 16010 W. Warren Ave., to 15219 E, 
Eighth Mile Road, Detroit 35, Mich. 

Wilson, Walter Lynn, from 724 S. Jackson Ave., to 4019 §S, 
Vandalia Ave., Tulsa 5, Okla. 

Wirt, Robert D., from Flint, Mich., to 5036% S. Logan St. 
Lansing 10, Mich. 

Wong, William Stanley, from Fresno, Calif., to 601 E. Rose- 
crans Ave., Compton, Calif. 


Zavanelli, William, Angelo, from 13421-25 S. San Antonio 
Drive, to 13939 S. San Antonio Drive, Norwalk, Calif. 


Applications 
for membership 


CALIFORNIA 
Bolenbaugh, John L., (Renewal) 156 N. Hill Ave., Pasadena 
Whitney, Leigh D., (Renewal) 2015 State St., Santa Barbara 


ILLINOIS 
Turner, James P., (Renewal) 799 Elm St., Winnetka 


IOWA 
Reynolds, C. R., (Renewal) First Natl. Bank Bldg., Fairfield 
Walls, Billy D., (Renewal) Box 167, Mondamin 


MAINE 
Fessenden, Wendell W., (Renewal) Goose Rocks Beach, Ken- 
nebunkport 


MICHIGAN 
Kennedy, Donald R., (Renewal) 3902 S. Fenton Road, Flint 7 
Morrow, Hollis G., (Renewal) 223 Ashmun St., Sault Ste. 
Marie 


MISSOURI 
Howard, Jerome A., (Renewal) 100 E. Broadway, Excelsior 
Springs 
MacLeod, Robert F., (Renewal) Osteopathic Hospital of 
Kansas City, 926 E. 11th St., Kansas City 6 


PENNSYLVANIA 
Raub, Paul Lester, (Renewal) 9 Franklin St., Greenville 
Randall, Edward J., (Renewal) 52 Conifer Road, Levittown 
Freeman, Elaine Smith, (Renewal) 222 York St., Manchester 
Freeman, Silvion B., (Renewal) 222 York St., Manchester 
Strathie, Elizabeth M., (Renewal) 205 S. Chancellor St., New- 
town 


WASHINGTON 
Kohler, K. D., (Renewal) 418 Colby Bldg., Everett 


WISCONSIN 
Smith, Leslie B., (Renewal) Lakeview Hospital, 1749 N. Pros- 
pect Ave., Milwaukee 2 


FOREIGN—ENGLAND 
Van Meter, Walter Lee, (Renewal) Carlton House, 5 Carlton 
Road, Tunbridge Wells, Kent 


Journat A.O.A. 


“ 
slept 
A-182 


Abbott Laboratories, A-133, 134 
American Cystoscope Makers, Inc., A-147 
American Optical Co., A-111 

American Osteopathic Assn., A-155, 176 
Ames Co., Inc., A-124 

Armour Pharmaceutical Co., A-68, 98 
Arnar-Stone Laboratories, Inc., A-125 
Ayerst Laboratories, A-132 


Baum, W. A., Co., Inc., A-144 

Baxter, Don, Inc., A-167, 168 

Becton, Dickinson & Co., A-109 
Birtcher Corporation, A-123 

Borcherdt Co., A-173 

Borden Co., A-126 

Bristol Laboratories, Inc., A-95, 96 
Bristol-Myers Co., Cover II 

eee Wellcome & Co., Inc., A-140, 


Cambridge Instrument Co., Inc., A-178 

Camp, S. H., & Co., A-154 

Carnation Co., A-8, 66 

Central Soya Co., Inc., A-128 

Chicago Pharmacal Co., A-121 

Ciba Pharmaceutical Products, Inc., Cover 
IV, A-24, 25, 52, 53, 54, 55, 127, 150 

Cole Chemical Co., A-135 

Colwell Publishing Co., A-183 

Cutter Laboratories, A-76 


Davis, F. A., Co., A-29 
Davol Rubber Co., A-77 
Desitin Chemical Co., A-130 
Dome Chemicals Inc., A-56 


Eaton Laboratories, A-92, 100, 101, 141 
Endo Laboratories, A-138 


Fellows Medical Mfg. Co., Inc., A-183 
Fischer, H. G., & Co., A-180 
Fleet, C. B., Co., Inc., A-36 


Geigy Pharmaceuticals, A-33, 175 
General Electric Co., X-Ray Dept., A-23 


Holland-Rantos Co., Inc., A-30 
Irwin, Neisler & Co., A-139, 153 


Kinney & Co., Inc., A-146 
Kremers-Urban Co., A-152 


Lea & Febiger, A-160 

Lederle Laboratories, A-10, 11, 129 

Leeming, Thos., & Co., Inc., A-6 

Lilly, Eli, & Co., A-108 

Lippincott, J. B., Co., A-179 

Lloyd Brothers, Inc., A-103, 143 

— Labs. Div., (Wallace & Tiernan, 
nc.), 

Massengill, S. E., Co., A-85, 86, 115, 116 
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McNeil Laboratories, Inc., A-22, 113, 157 
Mead Johnson & Co., A-16, 70, 71 
Merck Sharp & Dohme, A-21, 74, 75, 94 
Mulford Colloid Laboratories, A-78 
Mutual Benefit Life Insurance Co., A-49 


Organon Inc., A-110 
Ortho Pharmaceutical Corp., A-82 


Park, Philip R., Inc., A-176 

Parke, Davis & Co., A-122, 177 

Pelton & Crane Co., A-148 

Pet Milk Co., A-184 

Pfizer Laboratories, A-26, 27, 35, 67, 87, 
107, 169 

Picker X-Ray Corp., A-1 

Pitman-Moore Co., A-43 


Quaker Oats Co., A-90 


Riker Laboratories, Inc., Cover III, 
A-164, 174 

Robins, A. H., Co., Inc., A-7, 165 

Roche Laboratories, A-72, 73, 182 

Roerig, J. B., & Co., Inc., A-28, 112 

Rorer, William H., Inc., A-114, 156 

Roussel Corp., A-118 


Sandoz Pharmaceuticals, A-131 

Saunders, W. B., Co., Cover I 

SchenLabs Pharmaceuticals, Inc., A-31 

Schering Corp., A-3, 91, 105, 106, 158, 
161, 170 

Schmid, Julius, Inc., A-14, 15, 69 

Searle, G. D., & Co., A-79 

Sherman Laboratories, A-117 

Shield Laboratories, A-120 

Smith-Dorsey, A-119 

Smith Kline & French Labs., A-46, 47, 
61, 63, 65, 145, 162, 163 

Squibb, E. R., & Sons, A-12, 13, 32, 84, 
102, 166 


Stuart Co., A-97, 104 


Tampax Inc., A-48 
Taylor Instrument Cos., A-172 
Truform Anatomical Supports, A-64 


Upjohn Co., A-99, 142 


Wallace Laboratories, A-44, 45, 93 

Wampole Laboratories, A-89 

Warner-Chilcott Laboratories Div., A-5, 
34, 62, 88, 151 

Warren-Teed Products Co., A-159 

Webster, William A., Co., A-176 

Welch Allyn, Inc., A-136, 137 

Wheat Flour Institute, A-57 

White Laboratories, Inc., A-171 

Winthrop Laboratories, A-17, 18, 19, 20, 
58, 59, 60, 83, 181 

Wyeth Laboratories, A-9, 50, 51, 80, 81 


SPECIFY — SAFE 


Dose 
THE ORIGINAL 
CHLORAL HYDRATE CAPSULES 


LYCORAL 


PERMITS FLEXIBLE DOSAGE 
NON-ALCOHOLIC” PALATABLE 


NON IBARBITURATE 
HYPO-ALLERGENIC 
Fellows) Teéstagar 
pharmaceuticals since 1866 


Detroit * Dallas * Los Angeles 


DAILY LOG 


RECORD BOOK FOR PHYSICIANS 


SPECIAL 
INTROOUCTOR) 


TO DOCTORS JUST 
STARTING IN PRACTICE 


Get a businesslike start with the effi- 
cient and easy-to-use DAILY LOG 
financial record system . . now 
available to doctors entering private 
practice at a LOW INTRODUCTORY 
PRICE. No bookkeeping training 
needed. Satisfaction guaranteed. 


WRITE FOR DAILY LOG INTRODUC- 
TORY OFFER FOR PHYSICIANS AND 
FREE RECORD SUPPLIES CATALOG 
COLWELL PUBLISHING CO. 


265 UNIVERSITY AVE. CHAMPAIGN, ILL. 
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Gaining the cooperation of your patient is the hardest 
part in most reducing programs. PET Instant Nonfat Dry 
Milk helps you meet that problem in these ways: 


PET Instant instead of whole milk for drinking cuts 
calories in half. Yet it supplies all the essential milk 
nourishment, except the fat. Used in cooking, it allows 
the diet to include many foods not permissible when 
made with whole milk or cream. 


Since nonfat milk is the richest source of high-quality 
protein among the common foods, PET Instant helps 
combat fatigue and create a feeling of satisfaction. 


PET Instant is a delicious, fresh-tasting beverage— 
one your patients will enjoy using. It mixes instantly 
+. costs only about 8¢ a quart. 


36.5% Protein (in dry form) 
All the calcium and 
B-vitamins of whole milk 
without the fat 


——PET MILK COMPANY ¢- ST.LOUIS 
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INSTANT 
NONFAT DRY MILK 


Instantized so it dissolves 
almost at the touch of water. 


at 
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GIRTH CONTROL 

' 

DISSOLVES 


DOosAGE: Initially, 1 tablet (25 
mg.) daily in the morning. Main- 
tenance dose, 1 to 3 tablets; for 
children, 4% to 3 tablets. Full 


benefits may require two weeks or 
more of therapy. 


‘Deaner’ is supplied in scored tablets 
containing 25 mg. of 2-dimethylamino- 


ethanol as the p-acetamidobenzoic acid 
salt. In bottles of 100. 


Mild Depression 


and many other emotional and behavioral problems 


ic acid salt of 2-di 


Deaner is a gentle, slow-acting antidepressant—a 
totally new molecule. It counteracts mild depres- 
sion, thereby differing from tranquilizers or seda- 
tives which may aggravate depression. 


Deaner is unlike ordinary stimulant drugs in that 
it gradually leads to increased useful energy and 
alertness, clearer mentation and emotional nor- 
malization. 


Deaner does not produce the undesirable side effects 
of amphetamine-like drugs...no hyperirritability 
or jitteriness, no excessive motor activity, no loss 


of appetite, no elevation of blood pressure or heart 
rate, no letdown on discontinuance. 


Deaner is indicated in a wide variety of disturbances 
associated with or caused by mild depression. It 
is compatible with virtually all other medications. 


Deaner also finds a broad area of usefulness in chil- 


dren with short attention span, behavior problems, 
‘ and learning defects. 


Contraindications: Grand mal epilepsy or mixed types 
of epilepsy with a grand mal component. 


Riker 


NORTHRIDGE, 
CALIFORNIA 
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A CIBA Documentary Report 


How clinicians evaluate 
the safety and effectiveness 


of 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being .. .” 


“The side effects of Ritalin are 
minimal.” “The work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three “nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] .. .” 


“No serious side reactions were 
noted . .. In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs. . .”2 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two [of 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 1/4 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
“. .. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin . . 


DOSAGE: Oral: Dosage will depend upon indica- 
tion and individual response. Many patients re- 
spond to 10 mg. b.i.d. or t.i.d. Others will require 
20-mg. doses. In a few cases, 5-mg. doses will be 
adequate. If inability to sleep is encountered, last 
dose should be given before 6 p.m. Parenteral: 
10 to 30 mg., intravenously or intramuscularly. 
RITALIN® hydrochloride (methylphenidate hy- 
drochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 
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